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1. HYPO-EPITHELIUM (a decrease in the number 
rd cell layers composing the vaginal mucous mem- 
rane, due to inflammatory hyper-desquamation). 







FLORAQUIN by allaying the inflammatory te- 
action, destroying the pathogenic organisms and 
providing le for mucosal glycogen, 
facilitates regeneration of the mucosa to normal. 












2. HYPO-GLYCOGEN (due to a marked decrease 
in the number of glycogen bearing cells of the vagi- 
nal mucous membrane). 


FLORAQUIN makes available carbohydrates, lac- 
tose and dextrose, for absorption by the regener- 
ating vaginal epithelium, and storage in the form 
of glycogen. 
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ea 3. HYPO-ACIDITY oom the vaginal pH is close a 
—— to neutral, or even alkaline—pH 5.5 to 7.8). etoicigal = 
oo ee 
———— FLORAQUIN provides a bacteriostatic acidity ; —. a 
7 -S which, mixed with the vaginal secretion, re-estab- aa 
—— lishes and maintains the normal pH of 3.8 to 4.4. — 
; — a 
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4. HYPO-DODERLEIN (a reduction or elimina- a, \! ne 
\* tion of the Doderlein bacilli, the normal flora of ye Oe ei 
*» ° A GA RENO ce 
=~. \\ the healthy vagina). S ee a 
WS ~~ ” ‘ : Nh ENS ie ie 
\ = FLORAQUIN provides the ideal medium for the \ WS ‘ 
Se return and cultivation of the Déderlein bacillus = ft -_ 
which, by its action upon released glycogen, aids art ie 
in maintaining normal acidity. ’ 
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Supplied in powder for office insufflation 


and tablet inserts for supervised home use. 
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WAY NOW CLEAR FOR PRE-PAYMENT MEDICAL CARE PLAN 
IN ILLINOIS 


For more than one year, the Illinois State Medical Society has had a committee 
studying intensively all operating plans for medical care on a pre-payment basis. As 
the investigations continued, the necessity for the introduction of a suitable enabling 
act in the Illinois Legislature became apparent, and it was introduced early in June. 
The bill was passed by the Legislature and signed by the Governor on July 25, mak- 
ing the way clear to preceed with the proposed plans. 

The Committee presented a report to the Council on July 29, and the follow- 
ing resolution was introduced and unanimously passed by the Council, which or- 
ganization was given full power by the House of Delegates in 1944 to approve a 
plan for medical care on a pre-payment basis if it seemed desirable, and to place it 
in operation. . 

(1) RESOLVED that the Committee recommend to the Council the immedi- 
ate adoption of an indemnity plan; that the Committee be empowered to 
make a further study with respect to the establishment of an indemnity 
plan or plans and to report its further findings to the Council. 

(2) FURTHER that the Secretary be directed to notify the membership of 
the Society of the findings and recommendations of the Committee and of 
the action of the Council thereon; likewise notify the membership of the 
passage by the Illinois Legislature of the Enabling Legislation for Medical 
Service Plans Corporations, and its approval by the Governor. 

The Committee proposes to recommend a definite plan for Council approval in 
the near future, and every component county medical society in Illinois will be in- 
formed as to further progress. Likewise a report of the action of the Council in 
approving the above resolution will be sent to the component societies at once so that 
the information will be received before this issue of the Journal is off the press. It 
seems quite probable that within a relatively short time some satisfactory prepay- 
ment plan for medical care of those in lower income groups will be in operation in 
this state. 
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NEW MEDICAL CARE PLAN 
FOR ALL THE PEOPLE 

The American Medical Association through 
its Council on Medical Service and Public Rela- 
tions and the Board of Trustees, presented in 
the Journal of the A.M.A. under date of July 
21st, a constructive 14 point program for the 
extension of improved medical care for all peo- 
ple. 

PREAMBLE 

‘T'he physicians of the United States are inter- 
ested in extending to all people in all communi- 
ties the best possible medical care. The Consti- 
tution of the United States, the Bill of Rights 
and the “American Way of Life” are diamet- 
rically opposed to regimentation or any form of 
totalitarianism. According to available evidence 
in surveys, most of the American people are not 
interested in testing in the United States ex- 
periments in medical care which have already 
failed in regimented countries. 

The physicians of the United States, through 
the American Medical Association, have stressed 
repeatedly the necessity for extending to all 


corners of this great country the availability of 
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aids for diagnosis and treatment, so that de- 
pendency will be minimized and independence 
will be stimulated. American private enterprise 
has won and is winning the greatest war in the 
world’s history. Private enterprise and initiative 
manifested through research may conquer cancer, 
arthritis and other as yet unconquered scourges 
of humankind. Science, as history well demon- 


strates, prospers best when free and unshackled. 


PROGRAM 

The physicians represented by the American 
Medical Association propose the following con- 
structive program for the extension of improved 
health and medical care to all people: 

I. Sustained production leading to better liv- 
ing conditions with improved housing, nutrition 
and sanitation which are fundamental to good 
health; we support progressive action toward 
achieving these objectives. 

%. An extended program of disease prevention 
with the development or extension of organiza- 
tions for public health service so that every part 
of our country will have such service, as rapidly 


as adequate personnel can be trained. 
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3. Increased hospitalization imsuranee on a 
voluntary basis. 

4. The development in or extension to all 
localities of voluntary sickness insurance plans 
and provision for the extension of these plans 
to the needy under the principles already estab- 
lished by the American Medical Association, 

5. The provision of hospitalization and med- 
ical care to the indigent by local authorities 
under voluntary hospital and sickness insurance 
plans. 

j, A survey of each state by qualified indi- 
viduals and agencies to establish the need for 
additional medical care. 

%. Federal aid to states where definite need 
is demonstrated, to he administered by the proper 
local agencies of the states involved with the 
help and advice of the medical profession. 

8, ixtension of information on these plans to 
all the people with recognition that such volun- 
lary programs need not involve increased taxa- 
tion. 

9. A continuous survey of all voluntary plans 
for hospitalization and illness to determine their 
adequacy in meeting needs and maintaining con- 
tinuous improvement in quality of medical serv- 
ice. 

10. Discharge of physicians from the armed 
forees as rapidly as is consistent with the war 
effort in order to facilitate redistribution and 
relocation of physicians in areas needing physi- 
cians. 

11. Increased availability of medical educa- 
tion to young men and women to provide a 
greater number of physicians for rural areas. 

12. Postponement of consideration of revolu- 
tionary changes while 60,000 medical men are 
in the service voluntarily and while 12,000,000 
men and women are in uniform to preserve the 
American democratic system of government. 

13. Adoption of federal legislation to provide 
for adjustments in draft regulations which will 
permit students to prepare for and continue the 
study of medicine. 

14. Study of postwar medical personnel re- 
quirements with special reference to the needs 
of the veterans’ hospitals, the regular army, 
navy and United States public health service. 


The American Medical Association, composed 


of the majority of physicians in this country, 
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is desirous of developing plans to provide ade- 
quate medical care for all the people. They are 
interested in public health programs which in- 
clude extensions in the field of preventive med- 
icine. Plans for medical care on a voluntary 
prepayment basis are operating in many states 
today, and it seems desirable that these plans be 
enlarged and extended in the future. 

Whether this is done through the development 
of medical service plans or cash indemnity plans 
is a matter for local decision. At any rate, to 
become most effective in the benefits to the 
American people, all plans for providing medical 
care should be under local supervision. It is 
quite obvious that no individual centrally oper- 
ated plan for providing this care can be success- 
ful, as the needs vary in different states and 
communities. 

The plans proposed by bureaucratic planners 
do not provide for medical care of the unem- 
ployed or the unemployable. This has been and 
will continue to be purely a local problem. It 
is possible for the basic political units to insure 
these people, their wards, under a prepayment 
medical care plan suited to the individual com- 
munity. It is possible that certain communities 
may be unable to finance the desired type of 
prepayment medical care plan, and government 
subsidies may be indicated, but they should be 
administered entirely at the local level. 

Proposal Number 12 in the program offered 
to the American people is worthy of much con- 
sideration. With more than 60,000 physicians 
with our armed forces and 12,000,000 or more 
men and women in uniform, it is certainly un- 
fair to have any revolutionary change in the plan 
for providing medical care made without giving 
these people an opportunity to express their in- 
dividual desires on the subject. 

Many government officials have praised the 
medical personnel in the armed forces for the 
fine care which has been given to our men and 
women in uniform. The fine statistics have been 
stressed repeatedly as being so much better than 
ever before possible in warfare. These officers 
should be given every consideration when plans 
which would affect their future in civilian life 
are being considered by our Congress. 

t is quite obvious that every state and county 
medical society should endorse heartily this new 
program, then be prepared to discuss it freely 
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with the legislators and others in civilian life 
who should be intensely interested in this — 
the doctors’ plan. 





PRESENT DAY TREATMENT 

OF VENEREAL DISEASES 
Although apparently having no effect in the 
treatment of syphilis, the sulfonamides have 
aided materially in the treatment of gonorrheal 
infections in both male and female. For the 
past seven or eight years sulfonamides have 
played an important part in the treatment of 
this disease. ‘The first members of the sulfa 
group of drugs used in gonorrhea therapy caused 
more toxic reactions than those used recently, 
and perhaps of all of these preparations sulfa- 

thiozole has been the remedy of choice. 
More recently penicillin has been found to 
effect cures in shorter time and with fewer re- 


actions. Investigations have shown that the 


sulfonamide drugs are strictly bacteriostatic and 
require the participation of antibodies and 
phagocytes to cure infections due to susceptible 


organisms. 

Penicillin, however, has been shown to have a 
direct bactericidal effect and its results are not 
dependent on the development of specific im- 
munity as is the case when sulfonamides are 
used. 

Reports show the value of penicillin in the 
cure of gonorrhea in both sexes and with very 
little likelihood of the complications formerly 
seen in the female. ‘Technique varies with in- 
dividual investigators and apparently the exact 
treatment has not been definitely standardized. 

An interesting article appeared in the June 
%th issue of the Journal of the American Medical 
Association reporting the cure of 175 cases of 
gonorrhea with a single injection of penicillin. 
In this series of cases calcium penicillin was 
used with highly refined peanut oil and beeswax 
thoroughly blended and containing 150,000 Ox- 
Seventy-five cases were treated with 
Peni- 


ford units. 
this mixture and there were no failures. 
cillin dissolved in normal salt solution disappears 
from the blood at the end of four hours, while 
with the penicillin-peanut oil-beeswax prepara- 
tion, penicillin was found in the blood for periods 
ranging from seven to ten hours. 

An eight hour plan of treatment with peni- 
cill:n was reported in the Lancet, March 24, 
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1945, in which 265 cases were treated with 99% 
cured. The penicillin was given in 30,000 unit 
doses dissolved in distilled water, given parenter- 
ally at two hour intervals for five doses, or a 
total of 150,000 units over the eight hour period. 
This report of 265 consecutive cases compiled 
by 'T. R. Lloyd Jones, F. G. Maitland and SX. J. 
Allen of the British Navy, stated that a man 
could report in sick bay at 8:00 a.m., receive the 
treatment and return to duty cured at 4:00 
p.m. the same day. 


In recent literature the dosage of penicillin 
used in the cure of gonorrhea varies from 100,- 
000 to 150,000 units. When less than this 
amount is used the percentage of cures is re- 
duced accordingly. Although fewer cases of 
gonorrhea in women have been reported as hav- 
ing been treated with penicillin, the data now 
available shows that the treatment methods are 
quite similar to those used in the male, and 
with equally good results. 


Penicillin has been used extensively in the 
treatment of syphillis, and again at this time 
the treatment has not been definitely standard- 
ized. It seems quite logical from recent reports 
that penicillin given intramuscularly or by the 
intravenous drip method using perhaps 200,000 
units daily for a period of five or more days, 
will cause the complete disappearance of the 
spirochete pallidum, and frequently in sero-nega- 
tive primary cases they will disappear within a 
period of 24 hours. 


Herxheimer reactions do appear occasionally, 
perhaps within 8 to 12 hours after treatment is 
started, but reactions do not necessarily mean 
that the treatment must be discontinued. Vari- 
ous investigators have used a total of from 1 to 
3 million units of penicillin in the treatment of 
syphilis with excellent results. Some encour- 
aging reports have likewise been released show- 
ing a definite improvement in many cases of 
neurosyphilis treated with penicillin, although 
probably no definite conclusions should be 
reached relative to its real value at the present 
time, 


In the case of gonorrhea, the patient should be 
kept under supervision for a period of at least 
three weeks. Frequent tests should be made for 
the presence of the gonococcus. While in the 
treatment of syphilis, the patient should be 
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watched closely with frequent serologic tests, 
over a period of perhaps two years. 

Although much encouragement has resulted 
from the use of penicillin in the treatment of 
yenereal diseases, the last word has not as yet 
been spoken, and the medical profession in gen- 
eral will be watching closely for additional re- 
ports on these subjects with the hope that defi- 
nite conclusions may be reached in the near 


future. 





EXERCISE, EMOTIONAL STRAIN PLAY 
PART IN HEART ATTACKS 


Author Believes That In Acute Cases 
Early Diagnosis, Prompt Treatment 
Can Avoid ‘Many Catastrophes’ 





Strenuous exercise and emotional strain can 
be definitely considered important contributory 
factors in attacks of coronary thrombosis, Lt. 
Col. H. L. Blumgart, Medical Corps, Army of 
the United States, points out in the July 14 is- 
sue of The Journal of the American Medical 
Association. He states that in Army experi- 
ence, the occurrence of this heart condition dur- 
ing, or soon after, strenuous exercise “is strik- 
ing.” 

In coronary thrombosis, which is two or three 
times as frequent in men as in women, a clot 
forms in one of the coronary arteries, or more 
frequently in one of its branches, and the por- 
tion of the heart muscle which is supplied by 
the stopped-up branch is deprived of arterial 
hlood. 

Medical authorities in the past have observed 
that coronary thrombosis very often occurs while 
the individual is at rest or asleep. Statistics 
show that there is an incidence of more than 
50 per cent of these heart attacks during rest. 
One authority, analyzing 530 attacks, found that 
only two per cent followed unusual exertion, five 


per cent followed excitement and 37 per cent . 


occurred during mild activity. He pointed out, 
however, that since half of the day of normal 
persons is spent in mild or moderate activity, 
one might well expect half of all attacks to oc- 
cur during this period. 

“Most military personnel,” Colonel Blumgart 
states, “are called on to undertake strenuous 
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effort and, particularly in the instance of some 
officers from civilian life, such effort is often 
decidedly unaccustomed. It therefore might be 
anticipated that if effort and myocardial in- 
farction were causally related an increased num- 
ber of such cases might be witnessed in the 
Army. ‘This is indeed the case. ‘The medical 
officers at practically every one of the many 
hospital installations which I have visited have 
witnessed one or more such instances.” 

Colonel Blumgart, who is on leave as associate 
professor of medicine at Harvard Medical 
School, cautions that physicians should make 
direct inquiry regarding all attendant circum- 
stances prior to the onset of an attack. 

“Much significant information not spontane- 
ously volunteered by the patient frequently will 
be uncovered,” he said, adding: “The appear- 
ance of distress on exertion or under emotional 
stress should indicate a tentative diagnosis of 
angina pectoris, of coronary failure or insuf- 
ficiency . . . until such a diagnosis is clearly ex- 
cluded on the basis of further evidence.” 

Colonel Blumgart believes that if undue strain 
is avoided by those suffering from a heart ail- 
ment and if, in cases of acute coronary throm- 
bosis, the diagnosis is made early and appropri- 
ate treatment is instituted promptly, “many 
catastrophes doubtless can be avoided.” 

He ‘warns further that: “medical officers 
should maintain close supervision over all those 
assigned to their care when they undertake 
strenuous or prolonged activities.” 





GENERAL ELECTRIC X-RAY EXPANDS 
PLANT: MOVES OFFICES TO 
CHICAGO LOOP 


In a move planned to increase plant capacity, Presi- 
dent J. H. Clough announced today that the Main 
Offices of General Electric X-Ray Corporation will 
be transferred from the company’s plant at 2012 Jack- 
son Blvd., to a new location in the Insurance Exchange 
Bldg., 175 Jackson Blvd., Chicago. 

In announcing the transfer, Mr. Clough said that 
it will make available an additional five-story building 
which will be used for manufacturing purposes. The 
company’s plant consists of five buildings which oc- 
cupy one city block at. Damen Avenue and Jackson 
Blvd. 

The move marks the sixth major expansion in the 
company’s production facilities since its founding, as 
the Victor Electric Company, in a west-side basement 
workshop in 1895. 
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SERVICES OF THE DIVISION OF 
INDUSTRIAL HYGIENE 

The professional personnel of the Division of 
Industrial Hygiene of the State Department of 
Public Health consists at the present time of a 
physician, three engineers, two nurses, a dental 
consultant, and two chemists. It is operated as 
an impartial fact-finding, non-regulatory scien- 
tific agency with a philosophy of service and 
education rather than of law enforcement and 
regulation. Its services are available alike to 
industry, labor, the medical profession, the nurs- 
ing profession and any citizen or group in the 
State of Illinois. 

In the nine years of its existence, the Divi- 
sion has conducted surveys in over 6000 Illinois 
industrial establishments and has rendefed di- 
agnostic aid, advisory and other services to sev- 
eral hundred physicians. In addition, technical 
aid has been given to a large number of lay 
groups. At the present time the Division is 
heavily taxed with requests for service by in- 
dustry and others directly concerned with prob- 
lems of health due to the recognition of indus- 
trial hygiene as an aid to production and better 
employee-employer relations. 

In rendering its services, a complete report is 
always submitted to the person or agency request- 
ing the service. The thoroughness, completeness 
and character of these reports has received wide 
acceptance. Publicity is not given to any such 
surveys or services or to conditions encountered. 
The results of investigations and the remedies 
recommended are kept confidential. 

The services of the Division, which are avail- 
able at no cost, are briefly outlined below: 

1. Medical 
Evaluation of industrial envrionmental ex- 


© 





posures. 

Guidance in the development of industrial 
medical programs. 

Diagnostic aid to physicians, hospitals, clinics 
and other medical institutions. 

Maintenance of an Occupational Disease Clin- 
ic at the Research Hospital of the University 
of Illinois. 

Morbidity and mortality studies of the indus- 
trial population. 

Consultation and guidance to industry, labor, 
medical profession, local health agencies 
and other interested groups in matters of 
industrial hygiene. 

General public health programs for promoting 
adult hygiene among industrial groups and 
communities. 

Acting as a case-finding or disease-finding 
unit in industry for referral to other Di- 
visions of the State Department of Public 
Health. 


. Engineering 


Conducting plant surveys and _ individual 
studies of industrial workrooms, operations 
and processes. 

Collection of industrial atmospheric contami- 
nants and other hazardous materials for 
analysis and study. 

Recommending methods for control of haz- 
zards affecting health in industry. 

Carrying out technical studies to determine 
efficiency of engineering control measures. 

Selection and guidance in the use of personal 
protective equipment. 

Preparing reports of findings and correlating 
work with medical services. 

Assistance in the design of engineering con- 

trol measures. 
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3, Nursing 

Assistance in setting up nursing and first-aid 
programs. 

Clearing house for industrial nursing in- 
formation. 

Development of public health 
among industrial nurses. 

. Dental 

Dental surveys in plants to evaluate oral 
manifestations of occupational origin. 

Assisting in the formulation and promotion 
of industrial dental programs. 

Recommendations for improving industrial 
dental services. 

5. Chemical 

Analyses of samples obtained in the field and 
of materials submitted with reference to the 
causation of industrial disease. 

Analyses of urine and blood submitted by 
physicians when special technics are re- 
quired, for assistance in diagnosis. 

Preparing apparatus for use in field studies. 

Improving laboratory facilities for detailed 
analyses of industrial materials, air samples 
and other specimens. 

Conducting research in methods of collection 
and determination of atmospheric con- 
taminants. 

Petrographic determinations. 

Hematological studies. 

. Education 

The Division of Industrial Hygiene acts as a 
clearing house for information on indus- 
trial hygiene. The Division maintains an 
extensive library. 

Prepare for publication bulletins on various 
aspects of industrial hygiene. 

Industrial disease, as in the case of any dis- 

ease, has an etiology, pathology, and symptom- 
atology. However, the diagnosis of an occupa- 
tional disease rests upon a differential diagnosis. 
The anemia of benzol poisoning is the same clin- 
ically as a non-occupational anemia; likewise, 
the abdominal cramps of a lead colic are the 
same as those of acute appendicitis. Yet, these 
symptoms in the presence of an air sample in- 
dicating benzol, a urine-sulfate test, the use of 
lead or a stipple cell count are important diag- 
nostic aids. These are the services which the Di- 
vision of Industrial Hygiene can provide as di- 
agnostic aids to the medical profession. 

The engineering and chemical services of the 


programs 
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Division are widely accepted by plant medical 
directors for appraising the environmental con- 
ditions of each job as to any occupational or hygi- 
enic risks involved. This information provides 
basic data for the development of the plant medi- 
cal program and for the placement of personnel 
with regard to aptitudes, temperament, etc. In 
the event that a general practitioner provides the 
health services ‘. an industry, such data are 
even more fundamental to successful experience. 

Industrial hygiene falls within the province of 
two main professional groups, namely, medical 
and engineering. It is the physician’s role to 
attack the physiologic factors of adverse working 
environment while the engineer confines himself 
to the physical factors. Both must work to- 
gether for the successful solution of most of the 
problems. However, in most cases engineering 
services of this type are not available locally to 
the plant physician. In both these activities the 
physicians and engineers of the Division of In- 
dustrial Hygiene offer valuable service. 

The nursing services of the Division can pro- 
vide the physician with assistance in the plan- 
ning of the industrial nursing services, and in 
adopting the newer procedures and activities in 
the field. The industrial dental services provide 
to the physician assistance in the development 
of a dental program designed to uncover sites of 
infection which may be an important factor in 
reducing the period of disability, in addition to 
the improvement of the general health, through 
improved oral hygiene. Added to these con- 
sulting dental services is the oral hygiene sur- 
vey which includes mouth examinations to deter- 
mine any oral manifestations of occupational 
origin due to such materials as acids, alkalies, 
dusts, mercury, lead and many other materials. 

The foregoing services are direct activities of 
the Division of Industrial Hygiene. However, 
for the improvement of the general health of the 
workers, the Division of Industrial Hygiene is 
the channel through which all the activities of 
the Illinois State Department of Health may be 
brought to industry and the industrial physician. 
An example of this is the present tuberculosis 
case finding program developed with the Divi- 
sion of Tuberculosis Control. The use of the 35 


mm photofluoroscopic mobile unit has had very 
wide acceptance by plant physicians for chest 
examinations of the entire personnel under their 
supervision. 
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In conclusion, the Division of Industrial Hy- 
giene, through its special technics and procedures 
and the other activities of the State Department 
of Public Health, has available to the industrial 
physician, at no cost, many services which are 
designed to assist him in the diagnosis, treatment 
and prevention of disease in the working popula- 
tion, bringing to the plant a public health pro- 
gram in which the factory is utilized as the 
locus for a mass approach to the betterment of 
public health. 





THE DIVISION OF 
COMMUNICABLE DISEASES 

From the earliest days of recorded community 
activities, the control of communicable diseases 
has played a large part in the development of 
medical and public health services. The creation 
of most organized health departments can be 
traced to a demand on the part of citizens and 
the medical profession for the enforcement of 
measures designed to suppress and eradicate 
various contagious and infectious diseases. At 
one time, such measures consisted only of isola- 
tion and quarantine plus smallpox vaccination. 
However, as medical and laboratory sciences de- 
tected modes of the spread of disease and de- 
veloped additional agents and techniques to 
achieve both passive and active immunity, public 
health organizations then became able to broaden 
their activities and to devote more time to the 
promotion of other aspects of healthful living. 
These developments, however, did not mean that 
the organized efforts against communicable dis- 
eases could be abandoned, for experience has 
demonstrated that the slightest relaxation of 
vigilance could easily result in the recrudescence 
of a communicable disease formerly well under 
control. Therefore, although not as dominant 
an activity of the health department as in pre- 
vious years, the work of the Division continues 
much as it has in the past. 

Communicable disease control measures were 
participated in by the State Board of Health 
since its creation in 1877, but the work was not 
centralized nor carried out in a systematic way 
until 1915 when the Bureau of Medical and 
Sanitary Inspection was established. Prior to 
that time, the field work was done by the Sec- 
retary of the Board of Health or physicians and 
lay quarantine officers employed on a per diem 
or part-time basis, In 1916 a State Epidemiol- 
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ogist and four full-time physicians each assigned 
to a district in the State were appointed. 

In 1917 with the adoption of the Civil Ad- 
ministrative Code by the State Government and 
the establishment of a State Department of Pub- 
lic Health, the Bureau of Medical and Sanitary 
Inspection became the Division of Communicable 
Diseases, and has carried on its activities under 
that name since. With the decentralization of 
state health activities which began in 1940 and 
the establishment of local health services, many 
of the field activities formerly carried on by per- 
sonnel of the Division have been transferred to 
local personnel with the Division exercising only 
technical supervision over their work. All re- 
ports, however, continue to clear through the 
Division office so that the legal responsibilities 
of the Department can be fulfilled. 


The basic function of the Division of Com- 
municable Diseases is to prevent and control 
communicable diseases. The work of the Divi- 
sion is divided into the following activities: 

1. Morbidity Reporting. 

All cases of communicable diseases, except 
venereal diseases and tuberculosis, occurring in 
the state are eventually reported to this Division 
where they are tabulated, analyzed, and sum- 
maries furnished to various agencies such as 
U.S. Public Health Service, the Army and Navy 
Medical Corps, other state health departments, 
and to district, county, and local health officers. 
Information obtained from these reports are of 
extreme importance for “no health department, 
state or local, can effectively prevent or control 
diseases without knowledge of when, where, and 
under what conditions cases are occurring.” Be- 
fore cases of communicable diseases can be re- 
ported, they must first be diagnosed and it is 
in this most important phase of the work of the 
Division that the cooperation of the medical 
profession is necessary. The correct diagnosis 
and a prompt reporting of the first few cases in 
a community can serve to’ check a threatened 
outbreak before it is well under way. 

2. Isolation and Quarantine. 

It is primarily through the Division of Com- 
municable Diseases that the Department’s rules 
and regulations for the proper control of com- 
municable diseases are continuously revised and 
kept up-to-date as based upon the latest scientific 
knowledge available and designed to invoke the 
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least possible economic hardship. The statutes 
of the State give the Department supreme power 
of quarantine and the right to make rules and 
regulations for the control of communicable dis- 
eases. They also confer the responsibility of 
seing that such rules and regulations relative to 
isolation and quarantine are properly carried 
out. 

3. Local Health Officers. 

The Division provides assistance to 
health officials in carrying out their legally pre- 
scribed duties of enforcing the rules and regula- 
tions of the Department. 

4, Epidemiological Investigations. 

Cases, outbreaks, and epidemics of various 
communicable diseases, are investigated to ascer- 
tain sources of infection and to institute proper 
control measures to prevent spread. 

5. Immunization. 

An important phase of the Division’s work is 
the study and development of means of preven- 
tion of communicable diseases and the encourage- 
ment of the use of such agents. 

6. Biologics and Drugs. 


local 
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The Division furnishes and distributes without 
charge biologics and drugs for the ‘prevention 
and treatment of certain communicable diseases. 
In every county of the State, there is at least 
one official agency for the distribution of State- 
supplied biologics and these materials can also 
be obtained by physicians directly from the Divi- 
sion or from district, county, and city health 
departments. At the present time the following 
preparations are distributed by the Division: 
Dick and Schick tests, diphtheria antitoxin, 
diphtheria toxoid, rabies vaccine, scarlet fever 
toxin, silver nitrate solution, smallpox vaccine, 
tetanus antitoxin, typhoid vaccine, whooping 
cough vaccine, botulism antitoxin, immune 
serum globulin, sulfathiazole, sulfadiazine, and 
poliomyelitis convalescent serum. 

7. Consultation. 

Consultation service is provided to the physi- 
cians of the State in the diagnosis and treatment 
of communicable diseases. Requests for such 
service may be made through the district or 
county health department or directly to the Divi- 
sion office. 


CLA 


FIND PENICILLIN AN IMPORTANT 
AGENT IN TREATING GAS GANGRENE 

Penicillin has become an important agent in 
the treatment of gas gangrene — one of the 
bacterial horrors of war — according to a study 
reported in the July 14 issue of The Journal of 
the American Medical Association. Lt. Col. 
Francis H. Langley and Capt. Lawrence B. 
Winkelstein, Medical Corps, Army of the United 
States, are the authors of a paper in which they 
report on 96 cases treated in an Army evacua- 
tion hospital. 

Gas gangrene is a local wound infection 
caused by bacteria which attack only injured tis- 
sues, form spores and secrete powerful toxins. 
The authors state that “the disease develops so 
soon after wounding and runs so swift a course 
that delays and difficulties of treatment in the 
field are not the principal reason for its high 
incidence and mortality.” 


The Army doctors emphasize that early sur- 
gical débridement — removal of the damaged 
tissue — “is the one single measure of vital 
importance in the prophylaxis as well as the 
treatment of gas gangrene.” 

Surgery alone, however, is not completely ef- 
fective in treating the infection. Penicillin in 
large doses has helped to reduce both mortality 
and extent of the disease. Gas gangrene anti- 
toxin also plays an important role, for while 
penicillin may definitely stop the growth of the 
organisms, the neutralizing effect of the anti- 
toxin is essential for the cure of the disease. 


After completion of the surgery, therefore, the 
physicians sum up the specific treatment of gas 
gangrene infection as “the active and aggressive 
use of penicillin and gas gangrene antitoxin, the 
former for its action against the organisms 
themselves and the latter for overcoming the 
toxins produced by them.” 








Correspondence 





WOMAN’S AUXILIARY 1945-1946 

Due to the fact that it was impossible for the 
Woman’s Auxiliary to the Illinois State Medical 
Society to hold a meeting of the House of Dele- 
gates, most officers and chairmen will continue 
serving on the Board. 
oo ee Mrs. Alfred F. Gareiss 
President-Elect ........ Mrs. E. W. Burroughs 
First Vice-President ..Mrs. Arthur I. Edison 
Second Vice-President ....Mrs. E. F. Dietrich 


Third Vice-President ...... Mrs. C. W. Stuart 
ee ee Mrs. E. G. Beatty 
Recording Secretary ........ Mrs. D. E. Meier 
Corresponding Secretary ....Mrs. A. J. Sullivan 
STNETE as. sc duesvcasancnd Mrs. J. P. Simonds 
Seisle bind it maaan Mrs. R. K. Packard 
a Te Mrs. M. A. Nix 
Councilors 
ge) ee re Mrs. Vernon Evans 
Second District ...... Mrs. R. E. Miltenberger 
po) er Mrs. C. W. Stigman 
nr ane Mrs. Theodore Johnston 
ssc canaaecds edie eR ee Mrs. Lucius Cole 
Fourth District .......... Mrs. L. A. Burhans 
BR eer ee Mrs. L. N. Hamm 
Sixth District ........Mrs. Walter Stevenson 
Seventh District ............ Mrs. H. E. Snow 
Eighth District ........ Mrs. Harlan English 
Ninth District ..........Mrs. W. E. Stanelle 
AUN PIBERICG. 5 ses 6a see ane Mrs. C. C. Kane 
Eleventh District ........ Mrs. D. W. Killinger 
Chairmen of Standing Committees 
Archives ..............-Mrs. W. C. Bornmeier 
a ere er Mrs. E. M. Egan 
RUEMONEID 50k Araiou svete vikayiee Mrs. R. E. Johnson 
Convention ............ Mrs. William Murray 
Credentials and Registration ............ 


Aiventieacestaen Mrs. P. P. Youngberg 





PG ic wcindehdadecwend Mrs. H. W. Miller 
PE sui iistaw es acen _..-Mrs. C. W. Stuart 
Degisietion ......005. Mrs. Roy M. Hutchison 
Organization .......... Mrs. E. W. Burroughs 
Public Relations .......... Mrs. E. F. Dietrich 
Press and Publicity ........ Mrs. F. M. Hagans 
PE a eniiiedecusd Mrs. Carl EK. Sibilsky 
a ere ee Mrs. Arthur I. Edison 
ere rer Mrs. G. Henry Mundt 
WP RI snk se ssctengaes Mrs. S. G. Plice 
Parliamentarian ...... Mrs. Clarence Goodwin 
PE Nikkcdedidon ed Mrs. W. J. Wanninger 





CANCER INFORMATION BUREAU 
OPENED IN CHICAGO 

The Chicago Cancer Committee announces the 
opening of a Cancer Information Bureau at 139 
North Clark Street, where facts concerning 
cancer control and information about facilities 
for the diagnosis and treatment of cancer will 
be made available to the public. The Bureau is 
being established in cooperation with the Field 
Army of the American Cancer Society. 

Dr. George E. Wakerlin is chairman of the 
Chicago Cancer Committee which was organized 
in 1941, under the leadership of Dr. Ludvig 
Hektoen, to co-ordinate the activities of all 
groups engaged in cancer control work in the 
Chicago area, to encourage research and educa- 
tion of the public, and to assist in the establish- 
ment of diagnostic and treatment facilities. Dr. 
Hamilton R. Fishback is chairman of the com- 
mittee for the Information Bureau. 

In announcing the opening of the Cancer 
Information Bureau, Dr. Wakerlin stated that 
since most cancer is curable in its early stages, 
education of the lay public is the most effective 
of all the weapons available today in the fight 
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against this disease. No diagnostic or treatment 
activities will be carried on by the Bureau; its 
function, Dr. Wakerlin said, is educational — 
to guide those having suspicious symptoms to 
doctors or clinics while there is yet time to save 
them from death. 





BEG YOUR PARDON 
‘lo the Editor: — 

There appeared in the July, 1944, issue of the 
Illinois Medical Journal, in the News of the 
State, under Deaths, page 79, the following no- 
tice: 

“Alexander W. Burke, Chicago; University 

of Illinois, College of Medicine, 1909. 

Flight Surgeon at the Airport. Was Cap- 

tain in World War I. Died following a 

heart attack in Memphis, Tennessee, June 

4,1944, Age 55.” 

Please be advised that I graduated from the 
University of Illinois, College of Medicine, in 
1909, and there was no other person by the same 
name who graduated from there in 1909. 

Dr. Alexander Walter Burke, who died in 
Memphis, Tennessee, June 4, 1944, graduated 
from Loyola University, School of Medicine, in 
1916. 

I should be grateful if you would publish this 
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correction in the next issue of the Illinois Med- 
ical Journal. 
Thank you for your very kind attention to this 
matter. 
Very truly yours, 
Alexander William Burke, M.D. 
District Health Superintendent, 
361 Locust Street, 
Pana, Illinois. 





NEW OFFICERS FOR 
ILLINOIS PSYCHIATRIC SOCIETY 

At the Annual Meeting of the Illinois Psychi- 
atric Society held on May 5, 1945, the following 
officers were elected for the year 1945-46: 

Dr. John J. Madden, President 

Dr. Frances Hannett, Vice-President 

Dr. Charlotte G. Babcock, Secretary-Treasurer 

Dr. David Slight, Councilor 

Dr. Edward P. Ross, Councilor 





ALLERGY SOCIETY HAS ELECTION 
The following officers have been elected for 
the Chicago Society of Allergy: 
John Peters, Oak Parky Tih... 5 0... 0646: Pres. 
Wm. A. Mowry, Madison, Wis. ....Pres.-Elect 
Edw. Geo. Tatge, Evanston, IIl. ..Sec’y., Treas. 
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SINGING NOT ADVISED FOR PERSONS 
WITH ARRESTED TUBERCULOSIS 


Is singing advisable for a person who has a 
moderately advanced case of tuberculosis? ‘The 
answer is definitely no! 


In reply to this query, the July issue of 
Hygeia, The Health Magazine, advises against 
the extra strain that professional singing may 
put upon the lungs with healed lesions. Because 
rest is so important for the sick lung, the treat- 
ment of pulmonary tuberculosis usually involves 
pneumothorax — in which the lung is artificially 
collapsed and immobilized for healing. Possible 
reactivation by overloading already weakened 


lungs with an extra amount of work and strain 
would be tempting fate. 

“The plea that many people with weak lungs 
study singing with the object of strengthening 
their lungs hardly applies here,” the Hygeia 
article says. “Many of these people presum- 
ably had healthy lungs to begin with and have 
no trouble. On the other hand, if there is some 
weak spot in the lungs, the singing might pos- 
sibly be the last straw.” 





Any opportunity which presents itself for the phys- 
ical examination of any worker should be considered 
an opportunity to find tuberculosis and to exert every 
possible effort against its spread. T. Lyle Hazlett, 
M.D., Indust. Med., Mar., 1944. 








Medicine’s Role in the 


War Etfort 





THE SUPPLY OF MEDICAL STUDENTS 
AND PHYSICIANS 

Memorandum presented on June 4, 1945 to President 
Harry S. Truman by a spectal committee of the Com- 
mittee on Post-war Medical Service consisting of 
Evarts Graham, M.D., St. Louis; Victor Johnson, 
M.D., Chicago; Harvey Stone, M.D., Baltimore, and 
Fred C. Zapffe, M.D., Chicago. 

Whatever measures may be taken in the near fu- 
ture for the improvement of the health of this nation, 
including the construction of additional hospital facil- 
ities and the extension of various plans of prepayment 
insurance against sickness, it would seem to be axi- 
omatic that physicians must be provided in adequate 
numbers if these measures are to succeed. Yet we 
are now failing to provide for the training of enough 
physicians to meet the demands for doctors which we 
know will increase after the war. 

\t that time we shall need about 30,000 more physi- 
cians than before the war, primarily because of the 
requirements of the Veterans Administration (about 
15,000) but also because of the needs of the peace- 
time Navy (about 5,000) and the Army plus possibly 
military training program 
This estimate disregards extra physi- 


a compulsory universal 
(about 10,000). 
cians required to provide replacements for casualties 
among medical officers, medical assistance to liberated 
countries and the more complete and extensive medi- 


cal care demanded in thts country. 


Even if admissions, enrolments and graduations from 
our medical schools should continue at the present war- 
time levels, only about half of this need would be met, 
since 40,000 students will receive the M.D. degree in 
the period 1942 to 1948 and 24,000 physicians will 
have died during that time. Thus, under the most 
favorable conditions only about 16,000 additional physi- 
cians will be available after the war to do the work of 
30,000. 


In spite of this, freshman enrolments in the medical 
schools of this country will be drastically reduced with- 
in the next year. In the past year virtually no able 
bodied males have been permitted to commence the two 
year course of college premedical studies because the 
(Army and Navy have ceased assigning men to such 


Os 


studies and the Selective Service System has discon- 
tinued deferments of premedical students. In the 
past few years each freshman class of about 6,000 
students included 4,000 to 5,000 able bodied men. These 


are no longer available under existing regulations. 


From now until some time after the war, medical 
schools must enroll their freshman from the follow- 
ing limited groups: women, physically disqualified 
males, men under or over the draft age and veterans. 
Relatively small numbers are available in these cate- 
gories: medical schools annually receive applications 
from only 800 to 900 women and even fewer physi- 
cally disqualified males; men under 18 or over the 
draft age can be disregarded, since there is only a 
handful of such students enrolled in medical studies. 
These three categories would scarcely supply 1,200 to 
1,500 entering freshmen for the medical school classes 
of early 1946, even if all who applied to medical schools 
were admitted, with complete disregard for the quali- 
fications of the applicants for the study and practice of 
medicine. 


Major Gen. Lewis B. Hershey, the director of the 
Selective Service System, has stated that several hun- 
dred, or even a few thousand, acceptable medical ap- 
plicants should surely be forthcoming from the hun- 
dreds of thousands of veterans being discharged from 
the armed forces. Checking on this statement indi- 
cates that it is a belief without foundation in fact. 
Eight large universities (California, Chicago, Illinois, 
Iowa, Michigan, Minnesota, Northwestern and Wis- 
consin), which normally supply 800 to 900 of the en- 
tering freshmen in our medical schools, now have en- 
rolled just 42 veterans in premedical studies who 
will complete their preparation for entrance into 
medical school before 1947; Only 28 of these were 
considered probably acceptable as medical students 
and physicians. . Generalizing from these data, it 
would seem that veterans may be expected to provide 
less than 4 per cent of the freshman class before 1947, 
totaling perhaps 200 to 300 students as compared with 
the total of 6,000 normally admitted. 


Within the next year medical school freshmen ad- 
missions will be reduced by about 5,000 because of the 
existing policies and there will be an equal reduction 
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in M.D. graduates three years hence. To write off 
5,000 physicians is equivalent to depriving medical care 
from 100,000 hospitalized veterans, 1,000,000 soldiers or 
sailors or 4,000,000 civilians. Passage of even the 
hest of the scores of medical care and hospitalization 
pills now pending in Congress and state legislatures 
would be ineffective and meaningless if we simul- 
taneously prohibit the training of sufficient doctors. 


This deficiency can be corrected under the present 
Selective Service Act as follows: Defer qualified mén 
now in college premedical studies when they reach 
18 and defer 8,000 selected high school graduates of 
this year to commence college studies in premedicine. 
From these 4,500 should be earmarked for admission 
to specific medical schools a year later. Repetition of 
this procedure each year the war lasts would effect 
the training of enough doctors to care for the health 
of the people. Consideration might also be given to 
the assignment of a limited number of men now under 
arms back to premedical studies, provided they pur- 
ste such studies satisfactorily before induction, as 
iar as this may be consistent with military necessity. 

It is of basic importance to note that the restrictive 
regulations now in effect were promulgated a year 
ago. Since that time the war situation has radically 
changed. Even though we still have a tremendous 
task ahead, requiring the mobilization of all necessary 
resources, it remains true that the Selective Service 
System has recently announced a reduction in the 
rate of induction of men into the armed forces by 
30,000 per month starting in July. It is not apparent 
that the deferment of a small percentage of this num- 
her of premedical students would in any way affect 
the military situation. On the other hand, it would 
help to insure adequate medical care of civilians, in- 
cluding veterans, after the war. 


The acute need for an appropriate adjustment is 
underscored by the realization that the present policies 
will result in the same drastic reduction in medical 
school enrolments for each year that the Asiatic war 
lasts. Tt will even continue for a period after the 
peace, since premedical studies require two years be- 
fore a student is ready to enter a medical school. The 
necessity for a continuous flow of students into and 
through our medical schools has been urged by the 
Surgeons General of the three armed services, by Mr. 
Paul McNutt of the War Manpower Commission, by 
Dr. Frank Lahey, chairman of the Directing Board of 
the Procurement and Assignment Service for Physi- 
cians, by every medical school in the country with 
a single exception and by virtually all medical edu- 
cators and leaders in the medical profession. This 
conviction does not represent a special interest or 
problem of the medical profession or the medical 
schools. Actually, most medical schools would wel- 
come an enforced period of relaxation from their 
arduous wartime program involving increased en- 
tolments and acceleration of the training. The pro- 
posed adjustments are dictated only by the necessity 


for preserving the health of the nation, 
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DR. WILLARD O. THOMPSON AWARDED 
CERTIFICATE OF DISTINGUISHED 


SERVICE 


Dr. Willard O. Thompson, chairman of Regional 
Committee No. 14 of the Committee for Wartime 
Graduate Medical Meetings, was recently awarded a 
Certificate of Distinguished Service by Major Gen. 
Russell B. Reynolds, commanding general, Sixth Serv- 
ice Command. According to the citation accompany- 
ing the award, “In 1942 the American Medical As- 
sociation, in conjunction with the American College 
of Surgeons and the American College of Physicians, 
established a fund to provide postgraduate medical in- 
struction for medical officers stationed throughout 
the Army. Dr. Willard O. Thompson, chairman of 
the Committee for Wartime Graduate Medical Meet- 
ings for Region No. 14, which includes Illinois and 
Wisconsin, obtained the services of prominent teach- 
ers and practitioners of medicine to lecture and con- 
duct clinical exercises in the hospitals of the Sixth 
Service Command. He himself has actively partici- 
pated in the teaching, and by boundless energy and 
enthusiasm has maintained the continuity and high 
quality of the program. The medical officers of this 
service command as well as hundreds of civilian physi- 
cians who have attended the courses at army hospitals 
have universally expressed their appreciation for this 
unusual opportunity for postgraduate instruction, 
which has definitely raised the standard of medical 
practice in the Sixth Service Command. Dr. Thomp- 
son, as chairman of the committee, by his untiring 
efforts and devotion to this important program, has 
rendered distinguished service to the Sixth Service 
Command, and in recognition thereof the commanding 
general is pleased to present this citation.” 


* * 


HOW WHOLE BLOOD IS SHIPPED TO THE 
PACIFIC BY ATR 


Whole blood is shipped successfully across the Pa- 
cific by air in an inuslated container in which the 
hottled blood is placed in racks around a large com- 
partment of cracked ice, according to Charles F. Bel- 
shaw, research consultant of the National Association 
of Ice Industries. He explained that although tem- 
peratures inside planes in the Pacific often go as high 
as 130° F,, this method keeps the blood to be used in 
treating the wounded at a temperature between 40 and 
45° F., which is necessary to keep it in usable condition. 
He also revealed that vegetable produce shipped 
hedded down in finely granulated ice keeps its fresh- 
ness, crispness and vitamin C content over a longer 
period. This was learned from research conducted 
in twenty-one colleges. “This method of refrigerating 
produce with snow-ice is like the protective effect of 
the late spring snows on vegetation,” Mr. Belshaw said. 
The research further showed that vitamin C retention 
in foods is essential in maintaining flavor and that 
keeping vegetables fresh through the use of snow- 
ice will bring food to the dinner table so that it tastes 
hetter and is better nutritionally. 
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COLONEL LUETH, CHIEF OF CLASSIFICA- 
TION BRANCH 

Lieutenant Colonel Harold C. Lueth of Evanston, 
Ill., has been assigned as Chief of the Classification 
Branch, Military Personnel Division, Office of The 
Surgeon General. 

Before coming to the Office of The Surgeon Gen- 
eral in February of this year, Colonel Lueth was Liai- 
son Officer for The Surgeon General to the Amer- 
ican Medical Association, with headquarters in Chi- 
cago — a post which he held for three years. He also 
served as Consultant in Procurement and Assignment 
to the War Manpower Commission. 

Colonel Lueth entered on active duty in 1940, serv- 
ing as medical instructor in the Illinois Military Area 
and later as Chief of Medical Service at Fort Sheri- 
dan, Ill. He received his medical degree from North- 
western University in 1930. 

* * 
“SULFA” IN WOUNDS DISCONTINUED 

The Army’s accumulated experience in wound man- 
agement does not justify the local use of any chem- 
ical agent in a wound as an anti-bacterial agent, ac- 
cording to the Office of The Surgeon General. The 
local use of crystaline sulfonamides (sulfa powder) 
has therefore been discontinued except in the case of 
serous cavities where its use, while permissible under 
the direction of the surgeon, is not recommended. This 
subject is covered by War Department Circular No. 
160 as amended by W. D. Circular No. 176, 1945. 

* * 
NEW APPOINTMENT 

Lieut. Col. Fred E. Ball, formerly of Chicago, has 
been appointed District Consultant for Internal Medi- 
cine to the Air Surgeon. Now chief of Medical Serv- 
ices at the AAF Regional and Convalescent Hospital, 
Miami District, Colonel Ball is consultant for the 
District, comprises the states of 
Tennessee, Mississippi, Alabama, South Carolina, Geor- 
gia and Florida. Dr. Ball graduated from the Uni- 
versity of Minnesota Medical School, Minneapolis, in 
1923 and entered the service in 1942. 


Southeast which 


* * 


AMPLE PENICILLIN IS REPORTED AVAIL- 
ABLE SINCE W.P.B. RELEASE 
Some communities report that ample supplies of 
penicillin are now available for those needing it, since 
the War Production Board released approximately 
885,000,000,000 
March 15. 


units for civilian distribution after 


* * 
MEDICAL NUTRITION LABORATORY 
The formal cpening and dedication of the Army 
Service Forces Medical Nutritional Laboratory, Sur- 
geon General’s Office, U. S. Army, took place June 9 
at the Chicago Quartermaster Depot. Major George 
H_ Berryman, commanding officer of the Medical Nu- 
tri‘ion Laboratory, presided. 
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PUBLIC HEALTH SERVICE PERSONNEL GET 
MILITARY STATUS 

President Truman has by executive order given 
3,000 U. S. Public Health Service members military 
status for the duration of the war. This action was 
taken under authority of the Public Health Service 
Act of 1944 and is effective July 21. The Public 
Health Service has no enlisted personnel, and its com- 
missioned corps of around 3,000 includes physicians, 
dentists, sanitary engineers, pharmacists and other sci- 
entists and nurses. The President’s order gives this 
personnel the same status, benefits, discipline and ob- 
ligations of members of military establishments and 
provides uniformity in status and in discipline as be- 
tween various members of the U. S. Public Health 
Service commissioned corps. Formerly some officers 
acquired veteran status while others did not, depend- 
ing on their assignments. The order does not trans- 
fer administration of the Public Health Service either 
to the Army or to the Navy. 


* * 


NAVAL MEDICAL CHIEF LAUDS CARE OF 
WOUNDED ON OKINAWA 


Vice Admiral Ross T. McIntire informed civilian 
and service personnel of the Navy Bureau of Medicine 
and Surgery that navy medical men caring for troops 
wounded on Okinawa “have lacked nothing” in sup- 
plies and equipment. His comment was made during 
presentation of awards to personnel for beneficial sug- 
gestions and achievement. 


* * 


NAVY INTERN TRAINING OUTLINED 
IN NEW BOOKLET 


A booklet entitled “Essentials of Internship and 
Residency-Type Training in United States Naval Hos- 
pitals” (Navmed 762) has been prepared by the Pro- 
fessional Division, Bureau of Medicine and Surgery, 
and is now available for general distribution. This 
outline was initiated by the Honorary Consultants to 
the Surgeon General of the Navy. It describes the 
educational standards and program including uniform 
hospital libraries necessary to maintain official ap- 
proval for internship training and for residency-type 
training in the specialties. 

Its foreword by Vice Admiral Ross T. McIntire, 
Surgeon General of the Navy, states that “junior 
medical officers assigned to specialty services in naval 
hospitals will not be termed residents, nor will such 
services be designated formally as residencies. How- 
ever, as far as the educational program for such serv- 
ices and assignments conforms with approved resi- 
dency-type training standards, residency credits will be 
obtainable by junior medical officers for time en- 
gaged in such work while in naval service.” 

It is possible also for many medical officers assigned 
to larger dispensaries and other activities to obtain 
similar residency credits before the American col- 
leges and the American boards. 
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HOSPITAL CARE FOR THE PATIENT 
WITH ACUTE POLIOMYELITIS 


Mary S. SHERMAN, M.D. 
CHICAGO 


In every epidemic of poliomyelitis the tend- 
ency is either to over-emphasize the currently 
popular “specific therapy,” or to concentrate on 
the ultimate manifestations of paralysis. This 
is unfortunate, both because it leads to the er- 
roneous assumption that only specially trained 
personnel can treat acute poliomyelitis success- 
fully and even more because it diverts attention 
from the fact that the major problem is one of 
medical and nursing care for the acutely ill pa- 
tient. 

The purpose of this paper is to show that good 
treatment can be carried out adequately in a gen- 
eral hospital and to outline the basic principles 
of such treatment. 

In most localities there is a strict quarantine 
for poliomyelitis which, together with the ill- 
advised publicity which has been widely released 
in the last few years, has created an unwarranted 
fear of the disease. Actually poliomyelitis has 
a relatively low attack rate and is much less 
contagious than most of the common infectious 
diseases of childhood. ‘There are few authenti- 
cated cases of poliomyelitis contracted from pa- 
tients by those attending them, and cross-infec- 
tion in hospitals is extremely rare. Poliomyelitis 
cases can therefore properly be admitted to a 
general hospital not specifically dedicated to 
contagious diseases. 

If this is done the first requisite is a proper 
‘xamining room where suspects may be seen. 


From the Department of Surgery, Division of Orthopedic 
Surgery, University of Chicago. 







During an epidemic many patients are suspects 
and the admitting officer will be confronted by 
everything from lobar pneumonia to post-con- 
vulsive paralyses and hysteria. Consequently he 
must have at hand facilities for a complete phys- 
ical examination. If the patient has bulbar 
paralysis, which is usually obvious, no time is 
lost in examination but he is admitted forthwith. 
If, after examination, there is a question of 
poliomyelitis, a spinal tap is done at once. When 
this is diagnostic, the patient can be admitted 
directly to the isolation ward ; when it is negative 
or doubtful he can be admitted to another part 
of the hospital or sent home under close super- 
vision. ‘This arrangement obviates the necessity 
of having these patients expose many others or of 
their being admitted to the contagious ward be- 
fore the diagnosis is established. 


It is impossible in the first 3 or 4 days of the 
disease to predict the course a given patient will 
follow. It is true that some 80% of them will 
recover without significant residual paralysis,’ 
but there is as yet no means of telling which 
early cases will be among the 80%. Further- 
more, by the time the disease is unquestionably 
serious, mere transportation to the hospital may 
be harmful. Especially is this true with regard 
to those patients who after the first 24 to 36 
hours develop frank bulbar involvement. It is 
therefore wise to admit all acutely ill patients as 
soon as the diagnosis is established. Early con- 
valescent patients present a different problem and 
need be admitted only when some factor in the 
individual case makes hospitalization advisable. 


Because of the peculiar nature of poliomyelitis 
and the fact that physical exertion, while it has 
not been proven harmful, may be a factor in the 
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ultimate outcome, patients should be brought to 
the hospital in ambulances or in cars large 
enough so that they need not sit up. While 
this will in many cases prove unnecessary ex- 
pense, it is insurance for those patients who 
might be harmed by any extra effort. 

Once the patient is admitted to the hospital 
treatment is determined by the type and severity 
of the disease. 

Suspects: In this group are those whose con- 
dition suggests poliomyelitis but who present in- 
sufficient findings for a conclusive diagnosis. 
Other febrile diseases have been ruled out by his- 
tory and physical examination, and there remain 
a few patients who have fever, upper respiratory 
symptoms, headache, ete., but who have normal 
spinal fluid findings. For them only bed rest 
and observation are indicated. Few such sus- 
pects develop poliomyelitis but there have been 
some who, with no more preliminary than this, 
went on to frank paralysis. Also, the number 
of patients who have clinical poliomyelitis but 
who have normal spinal fluid findings may be as 
high as 12.5%. 

Nonparalytic And Preparalytic Patients: In 
the average epidemic one may expect 20-55% 
abortive or nonparalytic cases. (Wickman 25- 
56% ;° Hamilton 41.6% ;* Ogilvey 49%°). These 
are the patients who never show any detectable 
weakness and they make a completely uneventful 
Of the 3 authors 
cited, Wickman wrote before “specific” measures 


recovery under any therapy. 


were advocated, Ogilvey worked during the serum 
period, and Hamilton used the so-called “modern 
orthodox” method. . Stuck, using Kenny packs, 
noted 25 nonparalytics in 87 cases, or 28.7%.° 
Most of these patients are acutely ill, de- 
hydrated, and toxic. 
servation made necessary because any of them 


Aside from the close ob- 


can in the first few days suddenly show paralytic 
or bulbar signs, their care is that of any acute 
Although many physicians ad- 
vise special diets and high vitamin intake, these 
measures have not proved to be of any assistance. 
The frequent emphasis on purges and enemas 
seems not only unnecessary but dangerous inas- 


febrile illness. 


much as it interferes with rest. 

In general these patients need absolute bed 
rest, as nearly normal a diet as possible, and 
adequate fluids, administered parenterally if nec- 
They are disturbed only for frequent 


essary. 
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rapid physical examinations so that any change 
may be detected immediately. 

As a rule the acutely toxic stage is over in 
3 or 4 days, the temperature falls, the neck and 
back rigidity and the muscle pains begin to sub- 
side, and the patient is convalescent. At this 
time he may be discharged from the hospital for 
home care. 

Paralytic Patients: The remaining patients 
will have spinal or bulbar involvement or a com- 
bination of the two. Of those who have spinal 
paralysis 12-44% may be expected to make a 
complete recovery”® and only 10-20% of the 
total number of cases will have significant re- 
sidual weakness**. These figures vary widely with 
the epidemic. 

Paralytic patients in the acute stage are given 
essentially the same care as the nonparalytic. 
No special apparatus is necessary unless the pa- 
tient’s comfort demands it. If, for example, a 
paralyzed limb persistently falls into an uncom- 
fortable position, some support is needed, and it 
makes no difference whether this is provided by 
posture, pillows, sand bags, or casts. If the pa- 
tient has considerable pain he is given mild seda- 
tives which relieve both pain and “spasm” re- 
markably well. ‘The paralytic patient also re- 
ceives frequent muscle examinations as it is im- 
possible without them to tell how much‘ involve- 
ment he has and whether it is increasing or de- 
creasing. No one has shown that the slightest 
harm results from this practice even when it is 
repeated several times daily. In this fashion. it 
is possible to detect early the signs of inter- 
costal involvement which is the most feared 
development and which may require emergency 
treatment. 

Bulbar And Encephalitic Types: 'The per- 
centage and severity of bulbar involvement varies 
greatly. Occasionally there is a high incidence 
of mild cases as in Manitoba in 1941 when 15% 
of the patients had palatal involvement but there 
was a total death rate of only 1.8%.§ Ina series 
of 70 cases there were 18 with bulbar involve- 
ment (26%) which is an unusually high in- 
cidence but corresponded with that of the 1943 
Chicago epidemie.® 

In general the death rate of bulbar poliomyeli- 
tis is high. Levinson estimates it at between 
60-80%. However it is in this group that 
prompt and well-sustained care in a hospital can 
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be life-saving. The diagnosis can usually be 
made from a brief history and superficial ob- 
servation. If so, nothing further is done for 
diagnostic purposes and even spinal fluid examin- 
ation is postponed. The least disturbance is 
contraindicated as activity may sometimes pre- 
cipitate an otherwise avoidable fatality. Oxygen 
is begun by nasal catheter if there is the slightest 
anoxia, and the patient watched 24 hours a day 
for signs of difficulty in swallowing. When these 
develop there is concomitantly an accumulation 
in the patient’s throat of secretions of which he 
cannot rid himself. Constant suction by means 
of a nasal catheter attached to a water pump is 
instituted, nothing is given by mouth, and ade- 
quate fluids are given by parenteral routes. 

During the few days that swallowing and 
coughing are impossible it is. better to forget 
about trying to feed the patient. He will not 
suffer as long as his fluid balance is maintained. 
It is a wise precaution to employ a Wangensteen 
apparatus in order to keep the stomach empty 
and thus to minimize the possible damaging ef- 
fects due to constant regurgitation of acid gas- 
trie juice through a relaxed cardia. If this is 
done special attention must be paid to replacing 
the chloride loss. 


If all goes well 3 or 4 days of the above regime 
will see the bulbar patient through the most 
critical period. As soon as he can swallow at all 
he is fed (by an attendant who supports the 
patient’s head), small quantities of some soft 
strained food which contains no particles too 
large to go through the suction tube. The suc- 
tion is left on at first. When some of the food 
is actually being swallowed, the attendant can 
pinch off the suction tube intermittently. If 
there is still no trouble, liquids may be tried 
very cautiously. Finally the suction catheter 
may be removed although a bedside suction ap- 
paratus must remain instantly available. Under 
no circumstances should the patient try to feed 
himself until swallowing is practically normal. 


If involvement advances there must be some- 
one in constant attendance. The most important 
single principles are the prevention of aspiration 
and the maintenance of an adequate airway. For 
patients who have a palatal and pharyngeal 
paralysis it is advantageous to insert a tracheal 
catheter to guarantee the airway and to afford a 
passage for the suction catheter. Oxygen can be 
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administered either through another catheter or 
with a mask. When plugging of a bronchus oc- 
curs, or when the entire respiratory tract be- 
comes partially blocked with secretions, these 
measures will be insufficient and bronchoscopy 
may be necessary. This is a serious procedure 
and not without danger in an already panic- 
stricken and exhausted patient, but it may be a 
life-saving measure. 

These precautions will usually maintain a 
completely patent respiratory tract. Tracheot- 
omy is rarely if ever indicated. This operation 
makes accessible to the suction catheter only a 
very small additional area of the trachea and it 
does not suffice for a patient with lower respira- 
tory tract obstruction. 

These patients often have complications which 
must be treated individually and which not in- 
frequently become more dangerous than the orig- 
inal disease. This is true particularly of those 
patients who develop atelectasis or pneumonia as 
the bulbar signs are subsiding. Most of these 
cases will end fatally, but with constant vigilance 
and effort a few will be saved. That this general 
regime is of value is attested by the low mortal- 
ity (4 of 18 cases) in the series thus treated.® 

As is explained subsequently in more detail, 
the respirator is not used in the management of 
the purely bulbar patient. 

“Specific” Measures: 1. Serum. The use of 
serum is generally determined by the personal 
preference of the physician, the demand on the 
part of the family, and the availability of the ma- 
terial. Many reports have indicated that there is 
probably no specific value in its administration™ 
72,18 but since it is excellent supportive therapy 
for an acutely ill patient who cannot eat, there 
is no objection to its use. 

There are still those who debate the route of 
administration of serum. Since the intrathecal 
administration necessarily introduces a hyper- 
tonic protein solution into the spinal canal, and 
since its introduction is often followed by a 
severe reaction, it seems reasonable to give all 
serum intravenously. 

2. Packs. It has been asserted in recent years 
that hot packs are necessary to relieve muscle 
pain and painful contracture due to poliomyelitis 
and to prevent deformities. Mild sedation will 
achieve the same results with much less dis- 
comfort to the patient. Tt is hard to believe that 
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immobilizing an acutely ill person in ritual- 
istically applied hot fomentations has any value. 
The patient can be treated just as effectively 
without these packs, as many reported series 
show.® 


3. Prostigmine. Prostigmine has _ recently 
been advocated for the relief of “spasm” and 
contracture.** Its use in several patients pro- 
duced no beneficial effect. The patient often 
complains that he “feels jumpy all over” and is 
uncomfortable because of the increased sweating 
and increased intestinal peristalsis. 


4. The respirator. ‘There are few things in 
the realm of therapy which have received more 
publicity and none which have been more widely 
misused than the respirator. No patient should 
be put into a respirator unless definite indica- 
tions are present. Once these indications have 


appeared, there should be no delay. 


All patients, both paralytic and bulbar, who 
are developing respiratory embarrassment be- 
cause of intercostal involvement are candidates 
for the respirator. If the respiratory difficulty 
is purely central in origin, the respirator is 
contra-indicated. This patient cannot be trained 
to breathe with the machine because the irregu- 
larity of his inspirations is dependent upon the 
irregularity of central stimulus rather than upon 
lack of oxygen. Consequently he fights the res- 
pirator and if he was not worn out when he was 
put into the machine, he soon becomes so. Fur- 
thermore, the negative pressure created renders 
the nasal suction less effective and furnishes an 
excellent means of producing an aspiration 
pneumonia. Therefore the respirator is not used 
for any patient with a purely bulbar poliomyeli- 
tis. 

The patient who is insufficiently oxygenated 
because of intercostal involvement will, long be- 
fore paralysis is apparent, develop signs of an- 
He is restless and has a definite feeling 
of oppression. He begins to have slight difficulty 
in speaking and swallowing because he cannot 
hold his breath. Respiratons become more rapid 
and shallow. Gradually he becomes cyanotic and 
has air hunger. Needless to say the time to put 
the patient into the machine is early. If he 
is blue and gasping it is not so much a sign that 
the respirator should be used as that it should 
have been used long before. 


oxia. 
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No one should attempt the care of the patient 
in the respirator until he is thoroughly familiar 
with the machine. When the patient first enters 
he must be taught to let the machine do the 
work. Otherwise he will become panic-stricken 
and will wear himself out fighting for breath. 
He must learn to speak and swallow on the prop- 
er phase of the action or he may choke. Positive 
pressure is unnecessary and inadvisable inasmuch 
as the expanded chest will collapse passively. 
Knough negative pressure, usually 10-15 lb.,, 
should be used to make the patient comfortable, 
Too great an excursion may produce emphysema 
or even rupture the lung parenchyma so that air 
embolism may result. If the proper choice of 
case has been made, spectacular relief will be 
observed within a few minutes. 


As soon as the patient can tolerate easily the 
complete release of pressure which results when 
the various portholes are opened, the machine 
may be turned off temporarily. At first this will 
be possible for only a few seconds, but gradually 
the time will increase until, as a rule, the pa- 
tient may be removed permanently from the 
respirator. This graduation also requires a good 
deal of careful supervision. 


Convalescence: Patients who are discharged, 
even at the end of quarantine, are not ready for 
unlimited activity. Even if they have no weak- 
ness, they all have stiff backs and varying de- 
grees of “spasm” and pain. These symptoms 
will usually subside spontaneously, but if the pa- 
tient is too active they may become extremely 
disagreeable and physical exertion must be cur- 
tailed temporarily. That the disease is still ac- 
tive is shown by the persistence of spinal fluid 
changes and by the findings in some few post- 
mortem examinations done 3 to 18 weeks after 
onset.’ Therefore several weeks in bed at home 
followed by a gradual resumption of normal oc- 
cupation is advisable. If involvement is con- 
siderable, the patient can re-enter the hospital so 
that his activities may be supervised and di- 
rected from the start. This procedure often 
prevents the establishment of bad habits of 
locomotion. Few patients will require this de- 
tailed type of supervision which can be carried 
out either by the attending physician or by a 
physical therapist. 

It is not within the scope of this paper to dis- 
cuss in detail the convalescent care, but there are 
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two things which should be emphasized. When 
a patient is hospitalized with an acute spectacular 
disease it is easy to forget that all the rest of the 
time he is an ordinary person subject to the 
ordinary ills of everyday medicine. Once he is 
convalescent the opportunity for a complete eval- 
uation of the patient’s general condition should 
not be overlooked. 


Second, no matter how conscientious the ex- 
aminer, he is limited both by the grossness of the 
examination possible and by the generalized 
weakness of the acutely ill patient. Patients who 
are discharged as completely cured or as non- 
paralytic may reveal a slight weakness some 
weeks or months later when they are back on 
their usual schedule and the rest of their muscles 
have recovered their normal tone. It is there- 
fore absolutely essential to re-examine all pa- 
tients at an interval of 2 to 6 months for a couple 
of years before it is safe to conclude that they 
are cured. 


Comments: The method of care outlined is 
one which is possible in any hospital and which 
is productive of as good results as any other. 
In the series of 70 patients to whom it was ap- 
plied in 1943,° there were only 6 deaths (8.6%). 
Of the survivors 89.1% were completely normal 
or had only a slight residual weakness 18 months 
after their original attack, and this number is 
increasing as more patients are re-examined. 
There are 7% patients (10%) who are handi- 
capped and who will probably need braces or 
surgery. These percentages compare favorably 
with the analyses of “Kenny treated” cases. 
Pohl claims for Miss Kenny’s first 26 cases 
in this country only 10 recoveries after 18 
months and an average hospitalization of 
179.5 days.1° Dyson, reporting on 39 patients 
treated at “Kenny Cottage,” lists 23% with 
residual paralysis one year later and an average 
hospital stay of 61.1 days.” 


With the method outlined the hospital stay 
was unusually short. For the non-fatal cases, 
including readmissions for supervised physical 
activity, the average was 17.9 days.° 


While the care of acute poliomyelitis inevit- 
ably calls for a fairly large staff, it can be seen 
that the method of suportive therapy which is 
presented can be administered by a much smaller 
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group than that required for individual hot pack 
therapy. When time and personnel can be re- 
duced without danger to the patient, there is 
little room for argument. 


SUMMARY 

Proper care of acute poliomyelitis consists in 
general medical and nursing supervision. Spe- 
ciai apparatus and specially trained personnel 
are neither necessary nor productive of a higher 
percentage of recovery. The amount of re- 
covery of any patient depends entirely upon the 
amount of initial damage to the central nervous 
system. 
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MENTAL ILLNESS AS A _ POST 
PUBLIC HEALTH PROBLEM 


WAR 


ConrAD S. SoMMER, M.D. 


Deputy Director, Mental Hygiene Service, 
Department of Public Welfare. 

The present war has brought into focus various 
aspects of mental illness that have heretofore re- 
mained dormant or have been relegated to posi- 
tion of lesser importance. This has probably 
heen due to the lack of education of both the 
medical profession and the general population. 
The selective examination of many millions of 
men for the armed forces has uncovered an 
extraordinary frequency of mental ills, malad- 
justments, and personality problems which not 
only make these individuals unsuited for mili- 
tary service, but also constitute every day med- 
ical challenges. With the termination of the war 
we will have in addition to these cases, those 
problems of mental health relating to readjust- 
ment of both military personnel and civilians to 
peacetime living mental health of the phys 
ically maimed and mental health problems aris- 
ing from new attitudes and modes of life that 
may result from this conflict. 

In this paper I wish to bring to attention some 
practical considerations of these matters and to 
point out preparations that need to be thought 
of to meet the needs. In order to do this, the 
subject matter can be divided into the following 


topics : 
1. The extent of the problem of mental 
illness following the war, in light of 


past trends in mental illness and already 

existing conditions, 

2. Mental illness as an extramural problem. 

3, Prophylaxis in mental hygiene. 

4. The relationship of private practice and 
public welfare practice following the war. 

5. Post war planning for mental hospitals. 

6. The future of extramural care of the 

psychotic patient. 

?. The veteran and the future practice of 

medicine. 

To elaborate on the first of these topics, 1] 
quote from a paper, “Rehabilitating the Psvehi 
atrically Handicapped,” by Luther KE. Wood- 
ward, of the National Committee for Mental 
Reid before the Section on Public Health and Hygiene, 


Illinois State Medical Society, 104th annual meeting, Chicago, 


May 16, 1944, 
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Hygiene: “One and a quarter million men, or 
13% of all those between the ages of 18 to 38, 
coming up for induction board examinations, 
have some mental or emotional handicap which 
is believed to make them unfit for military sery- 
ice. In addition to these, nearly one half, that is, 
15% of medical discharges from the armed 
forces, are for some neuropsychiatric condition, 
Already by March of 1944, about 300,000 
men had been discharged for psychiatric reasons 
and about 30,000 were being added to this num- 
ber each month. It is known also that while no 
trustworthy statistics are available, sizable num- 
bers of people, both men and women as civilians, 
have suffered mental breakdown or other forms 
of pronounced nervous instability.” 


Men in our armed forces have had many new 
experiences, one of which has been their contact 
with psychiatrists for the first time in their lives. 
To say that all of these contacts have been favor- 
able or pleasant would be an untruth. We 
know that because of the large number of 
men handled by psychiatrists, both before and 
after induction, that psychiatrists have not been 
able to give their best service. Undoubtedly, 
however, the psychiatrist has played and is play- 
ing an important role and is doing excellent 
work with the servicemen. ‘These millions of 
men who have already had contacts with psy- 
chiatrists have learned the functions and _po- 
tentialities of psychiatric treatment. 'The future 
will therefore see many more applications for 
psychiatric treatment directly from these men 
and from their families, since many of them 
have learned to accept and understand the value 
of psyehiatry. 

The writer and Mr. Harry H. Harman, Chief 
Statistician, have recently presented ‘An Analy- 
sis of Admissions to Illinois Mental Hospitals: 
1922-1943.” This paper embraces the admis- 
sions to ten state hospitals in Illinois, with a 
current resident population of 31,000, which 
represents 90% of the institutionalized mentally 
ill patients in Ilinois. During the period studied, 
first admissions rose steadily with an exception 
of the last three years, when there was a decline. 
The low point was 4,284 first admissions in 1924, 
while the peak was reached in 1939, with 7,264. 
If these past trends were to continue and if as- 
sumptions could be made from such arithmetic 
data, all first admissions, which almost doubled 
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in the past 20 years, would again almost double 
by 1960. 


Adding up the mental hygiene cases uncovered 
by selective service, the neuropsychiatric war 
casualties, the population’s familiarization with 
psychiatry, and the trends in state hospital ad- 
missions, it becomes evident that the treatment 
needs for mental illness and social maladjust- 
ment will be out of proportion to the existing 
facilities and will be a serious stumbling block in 
the post-war world. This psychiatric task places 
upon the medical profession the burden of stim- 
ulating and completing the training of new 
psychiatrists. However, psychiatry cannot expect 
to solve these problems unaided. The medical 
profession has been guilty of overlooking and neg- 
lecting important resources that can and should 
be utilized in achieving the goals of mental hy- 
giene. We have learned from experience with 
treating large groups of the mentally ill, that we 
can profit by enlisting the aid of professions that 
stand at our side, professions which are allied to 
the medical disciplines and which are concerned 
with education, rehabilitation and treatment of 
the maladjusted persons. These professions in- 
clude clinical psychology, vocational guidance 
and adjustment, social work, recreational ther- 
apy, occupational therapy, arts and crafts and 
religion. We have long had an essential work- 
ing relationship with the profession of social 
service, although there still remains much to be 
done in the way of ironing out working plans. 
Clinical psychology is now assuming an im- 
portant role in the work united toward a com- 
mon objective, and vocational guidance has be- 
come indispensable because of its timely applica- 
tion to the returning veteran. Many major 
clinics already employ vocational specialists, oc- 
cupationa) therapists, recreational therapists, and 
social workers, along with psychiatrists, to give a 
more rounded service to the patients. 


Mental illness as an extramural problem: 
Since the beginning of this century, there has 
been a gradual increase in the number of pa- 
tients in institutions. The cause of the increase 
can be attributed to several factors, such as the 
increased recognition of mental illnesses and the 
growing awareness of the need for treatment of 
these cases. It became evident that unless we 
altered our philosophy in regard to the care and 
management of the mentally ill, the state 
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would need to continue to increase its facilities 
for this type of patient even out of proportion 
to the upward trend of institution population. 
It would mean the enlargement of state mental 
hospitals that had already become almost too 
large with populations averaging 4,000 patients. 
Other countries, as well as a few institutions in 
this country, tried out the plan of providing 
family care rather than institutional care for 
suitable cases. They found that in addition to 
the advantages gained by handling smaller num- 
bers in the mental hospitals, distinct bene- 
fits accrued to the patients. Chronic, stagnant 
patients were often stimulated by a fresh, more 
normal environment, and were able to make ad- 
justments good enough to enable them to remain 
out. In some of these cases recoveries occured. The 
state of Illinois has within recent years adopted 
this philosophy and has laid emphasis upon ex- 
tramural care of patients as well as upon better- 
ing the existing facilities of mental hospitals, 
thus keeping the population at a rather station- 
ary level. Such a plan places an increased re- 
sponsibility upon the family of the patient as 
well as the community from which the patient 
comes. 


Because more patients are being returned to 
the community than in the past, the communities 
have been and are being educated to their re- 
sponsibility in caring for the mentally ill, and 
in some instances are giving wholehearted co- 
operation. We have seen that although some 
patients are unable to perform as well as they 
did prior to the onset of their illness they are 
still able to do a useful piece of work toward 
the war effort. Since communities have begun 
to accept responsibility in the care and manage- 
ment of psychotics, they are also rapidly becom- 
ing aware of the lesser mental illmesses, such as 


psychoneurosis, epilepsy and mental deficiency. 


One must not lose sight of the great 
strides that have been made in the past decades 
in the field of child guidance. The community 
again comes into play in taking over a great 
part of this task. The State of Illinois has al- 
ready organized out-patient clinics operated by 
the state mental hospitals for adults and by the 
Institute for Juvenile Research for children. But 
we are only scratching at the surface with our 
limited number of such clinics. We can en- 
visage for the future the ultimate goal of having 
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an extramural clinic for mental hygiene prob- 
lems established in each county, which would 
meet at least once a month. More densely pop- 
ulated counties would need to have clinics sched- 
uled more frequently. This does not mean that 
these medical and allied services need necessarily 
be state maintained or state supplied, but that 
private practice should recognize and contribute 
to these needs on a private practice basis. 


The above subject of community responsibility 
and community facilities in mental hygiene is 
closely allied to our next topic, “Prophylaxis in 
mental hygiene.” We have learned in psychiatry 
that early treatment of mental hygiene problems 
can be compared to early treatment of somatic 
illnesses, that is, early recognition and adequate 
management of behavior difficulties, emotional 
problems, delinquency experiences, and social 
maladjustment, may prevent more serious de- 
velopments such as criminality and crippling 
psychoses or psychoneuroses of the adult. With 
the growth of facilities in psychiatric practice, 
there will be increased attention to prophylaxis. 
A concrete instance of prophylaxis in mental hy- 
giene is the already noticeable decrease in the 
number of admissions to state institutions of 
cases of general paresis. This decrease may be 
a result of the propaganda directed toward the 
control of syphilis: the nation-wide practice of 
frequent blood tests followed by adequate treat- 
ment in positive cases, and, particularly in the 
use of fever therapy, in cases with positive spinal 
findings, prior to the onset of central nervous 
system symptomatology. These things have un- 
doubtedly been important in the reduction of 
admissions of general paresis to the comparative- 
ly low figure of about 600 a year. Continued 
stress on this program should help to bring this 
type of mental illness to the vanishing point. We 
are, of course, not as successful in prophylaxis 
in other conditions since we do not have such 
tangible methods or means to combat other types 
of mental illnesses, but still we must pattern our 
prophylaxis program upon this and other prin- 
ciples of preventive medicine. It is not the 
purpose of this paper to delve into those con- 
cepts of psychiatry which have to do with pro- 
phylaxis but it suffices to state that such tools 
are available. 


For years prior to the war there existed a 
sometimes unfriendly relationship between phy- 
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sicians in private practice and those making a 
career in state or other welfare divisions. There 
was little understanding by each of the prob- 
lems which formulated the other’s particular 
kind of practice. The physician giving full time 
to the salaried position in a large hospital had 
the problem of treating large groups of patients 
and still maintaining the standards of individual 
treatment. The physician in private practice had 
the problem of combining the dictates of sound 
medicine with meeting the eccentricities and de- 
mands of the private patient and his family. 
With the war the relationship between the private 
practitioner and the salaried physicians has al- 
tered somewhat. In the first place the two have 
to call upon one another more often for help. 
Secondly, the one has become more familiar with 
the other’s type of practice. Private practitioners 
have consented to take on part time paid jobs and 
men holding full time jobs were given the oppor- 
tunity to explore private practice. Resentment of 
this changed situation has been only negligible at 
the beginning. Colleagues are beginning to under- 
stand one another to a fuller degree. Men in 
private practice are no longer dubious about the 
type of treatment received in institutions and 
therefore help to promote better relationships 
between families and _ institution personnel. 
Men practicing in institutions encourage peo- 
ple to seek medical care from private prac- 
titioners, since they are developing a greater 
sympathy with them. The post-war period should 
strengthen these bonds and should promote even 
closer relationships for the mutual benefit of 
private practitioners and salaried physicians. 
The state-operated institution or clinic is no 
longer a threat to the private practitioner. On 
the contrary, it is becoming a resource for him, 
in that he is able to refer cases to the clinic and 
is also able to receive patients from the clinic 
who are referred to private practice. 


As has been pointed out above, the tendency 
in the State of Illinois is not to enlarge the exist- 
ing institutional facilities but to better those 
which we already have. ‘The Department of 
Public Welfare has already outlined some of its 
post-war plans which provide for a larger treat- 
ment program in its institutions. Let me cite 
some statistics in regard to the cost of our state 
institutions. These institutions are worth one 
hundred million dollars as they now stand. 
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While private industry appropriates approxi- 
mately 4% of the total of its asset values for “up- 
keep,” the State of Illinois appropriates only 1% 
for repair and upkeep of its institutions. Over the 
years, this has obviously resulted in some de- 
preciation of the institutions of Department of 
Public Welfare and hence it is now requesting 
an appropriation of seventy million dollars in its 
post-war planning budget to help to recuperate 
the losses suffered in bygone years. This money 
will be spent not so much in increasing the num- 
ber of beds as in improving the buildings and, 
to quote, “increase the space between beds so that 
one can walk between them forward instead of 
sidewise,” and to enlarge treatment facilities. 


There are, however, provisions being made for 
an increase in the number of beds for tuberculous 
patients and for the care of returning mentally 
ill veterans of World War II. The plans call for 
1,400 additional beds for tuberculous patients 
and 600 beds for veterans. The improvements 
will consist also of enlarging occupational and 
industrial shops and programs already in exist- 
ence, adding additional acute hospital and in- 
frmary buildings, installing improved x-ray 
equipment, enlarging existing laboratory facil- 
ities and increasing staffs of physicians, nurses, 
laboratory technicians, psychologists, occupa- 
tional therapists, recreational therapists, etc., in 
order to meet standards set by the best modern 
hospitals. For those who might wish to have 
further reasons for an increased expenditure in 
the maintenance of state institutions, I can quote 
figures from a survey* made by Laura Fitzsim- 
mons covering per capita maintenance cost of 
mental patients in state hospitals of the various 
states for 1939. The State of Illinois at that 
time had a per capita cost of $255.47, while Wis- 
consin spent $572.17 and Michigan $505.34 per 
patient. I am comparing these two states be- 
cause of the similarity in population and wealth 
of these states as compared with Illinois. 


In an earlier portion of this paper some as- 
pects of extramural care were discussed which 
can at this point be elaborated. As has already 
been brought out, we have learned that adjust- 
ment of the mentally ill in the community has 
been less of a threat to the community than was 





* “Report of a Survey of Nursing in Mental Hospitals in 
the United States and Ontario, Canada,” Laura Fitzsimmons, 
R. N. American Journal of Psychiatry, March, 1944. 
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expected and has also been beneficial to pa- 
tients. In post-war planning cognizance should 
be taken of the possibilities of enlarging this 
program and further utilizing the “Family Care 
Plan.” Under this plan, patients who can derive 
no further benefit from hospitalization and who 
are not a danger to the community but are un- 
able to support themselves, are boarded out with 
interested families. Payment for the support of 
these patients is made at the same rate as it 
costs to maintain the patient in the hospital. 
This is done if there are no interested or able 
relatives. The hospital retains its original juris- 
diction over the patient in a supervisory capacity 
by maintaining close contact with the patient and 
the foster family. Any diagnostic group of pa- 
tients are suitable for this kind of care, but the 
senile and arteriosclerotic groups seem fairly 
well adapted for such management. There have 
been conflicting opinions in regard to where the 
responsibility lies for the care of those aged who 
have the misfortune of becoming invalids as a 
result of the changes of senility. 


It would seem that families have a responsibil- 
ity greater than that of the state to provide for 
their aged. On the other hand, a senile psychotic 
can be as great a problem as any other psychotic 
patient. The solution of this controversy lies in 
a middle course; that is, encouragement of fam- 
ilies to care for their aged whenever this will not 
interfere with a normal mode of family life nor 
the rearing of children in the family. It is not 
wise to instill guilty feelings in families so that 
they are unduly burdened with the care of senile 
patients, but in some cases a little education as 
to the needs of the senile, understanding as to 
the causes for the mental infirmities concommi- 
tant with senility, and instruction as to how to 
handle wandering, loss of memory, changes in 
personality and untidiness, may enable families 
to care for their senile relatives and thus decrease 
the population of already overtaxed mental hos- 
pitals. 


The last topic of this paper is the veteran and 
the future practice of medicine. “The recent 
wars in which this country has been engaged 
were followed by the development of federally 
controlled and staffed medical programs for the 
veterans of these wars. This program has been 
largely centered in the Veterans’ Administration. 
The present war will greatly increase the amount 
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of medical practice of this type. ‘The prospect is 
that upward of 13 million men and women will 
have a right to full hospitalization benefits for 
both service-connected illnesses and other illness 
that may develop after the return of the veteran 
to civilian status. There is unfortunately, in- 
sufficient relationship between the general med- 
ical profession and that part of the medical pro- 
fession found in the Veterans’ Administration. 
If the private practitioners of medicine — psy- 
chiatrists, other specialists and general practi- 
tioners — were to play a more dynamic role in 
promoting the total welfare of the sick veterans 
returned to civilian life, two beneficial results 
would follow. First, a large proportion of med- 
ical practice would remain in the category of 
private practice, and second, a larger portion 
of the veterans would make a better civilian ad- 
justment characterized by less psychosomatic ill- 
ness and less dependence upon governmental 
subsidies. Some industrial physicians have al- 
ready taken the lead in placing physically handi- 
capped war-injured, and also industrially-injured 
men, into industrial work-situations formerly 
thought to need workers free from handicaps of 
major extent.”* The same idea applies to the 
psychiatrically handicapped, except that the 
proper placement of the psychiatrically handi- 
capped often proves a therapeutic measure for 
the patient as well as gainful for the employer. 


The soldiers, sailors and marines now fighting 
are exposed to unfortunately contradictory life 
experiences. Young men who were formerly 
brought up in this country to be peaceful, co- 
operative and constructive citizens, are now go- 
ing into a war in which the nature of the enemy 
and the fighting of the enemy is such that every- 
thing they have learned that is constructive and 
peaceful has to be — temporarily unlearned and 
replaced by shrewd cunning and beastly warfare. 
They will return to us needing to unlearn these 
beastly practices,”* and also to overcome the 
emotional traumata incident to the fears, hates, 
despair and shocks of death and disaster that 
they suffered during combat. The mental health 
problems of these men will be many and it will 
take much effort on the part of the medical pro- 
fession to alleviate their problems and to accus- 


*“The New Veteran and the Future Practice of Medicine,” 


Cenrad Sommer, M.D, 
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tom them to civilian modes of life. Many service 
men went in as boys but will emerge as experi- 
enced men who have not had the benefits of 
more normal transition experiences. They may 
be unable to cope with civilian demands and 
competitions. They will not be satisfied to re- 
turn to their former social and economic posi- 
tions in life. The economic adjustment follow- 
ing the war may be such as to further increase 
their conflicts. 


The returned veteran’s attitude toward the 
medical profession itself may be an unusual one. 
A colleague informs me that perhaps because of 
the pressure of non-medical officers, the medical 
officers of his particular camp assume, until the 
contrary is proved, that psychosomatic com- 
plaints are usually faked. He says, “The more 
I see of the Army doctor, the more I dislike 
him. The Army physician is building up a 
tremendous reservoir of ill will toward himself 
by believing many men to be malingering and 
telling them so. The men are treated roughly. 
Eneuretics are given none too gentle cystoscopies, 
the headache brigade is given painful foreign 
protein, or sulphur shots, etc. The result is a 
fear and distrust of medical men.” My colleague 
modifies this- statement by saying the closer one 
gets to the front, the less true this situation be- 
comes. This may account for the over-indulgent 
attitude in the Veterans’ Administration: an 
over-correcting attitude developed whereby the 
veterans when they get out become very demand- 
ing and the Veterans’ Administration gives an 
indulgent and infantilizing medical program 
which attempts to make up for and compensate 
for the things done to the men while in service. 
I suggest that physicians become better ac- 
quainted with the rehabilitation programs, na- 
tional, state and local. They might become ac- 
quainted with service officers and learn what 
they do for veterans. For instance, they might 
become acquainted with veterans facilities 
which so often in the past have had poor med- 
ical programs. They might learn more about 
vocational rehabilitation and employment pro- 
grams, about benefits and claims, and disabilities, 
about the relief and case work administered by 
the American Red Cross and other agencies serv- 
ing the veterans and their families. It is by 
first becoming acquainted with the already exist- 
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ing conditions that we can build more construc- 
tive plans. 

Before concluding I wish to outline the present 
trends in rehabilitation. It is unfortunate that 
as yet there has not been established a smoothly 
operating machinery for the guidance or rehabili- 
tation of returning men. A soldier coming back, 
if he is not suitable for hospital care because 
of the ambulatory nature of his disability, may 
go to several agencies for aid in Illinois, such as 
the American Red Cross, the Division for Re- 
habilitation, the Veterans’ Division, the Veter- 
ans’ Administration, private clinics or state clin- 
ics, newspaper operated bureaus, employment 
bureaus and others. As yet, the functions of 
each of these organizations have not been clearly 
defined and coordinated. Before long the veteran 
has been sent from one to another and begins 
to feel that he is being given “the run-around.” 
Many attempts have been made and are being 
made to remedy this condition, and although 
some progress has been made there remains some 
confusion. JI have seen many cases that have 
had contact with a number of agencies without 
finally coming to the proper one. 


To meet the need for rehabilitation there have 
been organized psychiatric clinics whose sole 
function it is to return the veteran to his pre- 
induction emotional and vocational state or to 
start him on the road to a mode of life superior 
to that which he left to enter the service. Brief 
psychotherapy augmented and assisted by social 
worker counseling, psychological testing and 
vocational guidance and some occupational ther- 
apy, are the techniques used in the clinics. Such 
clinics have been given impetus in scattered sec- 
tions of the country and are increasing rapidly 
in number although they are still far too few to 
handle a substantial percentage of men return- 
ing with a need or desire for rehabilitation. 
Those of us who are working in clinics find that 
there are cases of neurotically disturbed veterans 
and civilians who are too ill to be treated out- 
side of a hospital but who do not classify in the 
usual mental hospital. For this group, an inter- 
mediate institution where the patient would re- 
ceive the benefits of medical and adjunct services 
would be a worthwhile undertaking. Patients, 
as they improved, could make a graduated return 
to the community passing through an interval 
stage where they would work outside of the hos- 
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pital but live within the hospital until enough 
security was gained to return to an independent 
life. Such hospitals are operating successfully 
in England, where both civilians and veterans are 
treated under the same roof. 

In summary and conclusion this paper has 
endeavored to indicate the extent of mental ill- 
ness to be expected as a post-war Public Health 
problem, the responsibility of the community, 
the State and private practitioners in meeting 
this problem, post-war plans for the treatment 
of the mentally ill, and the special needs of 
veterans in the field of mental illness. 

4520 Olive St., St. Louis 8, Mo. 





A DISCUSSION OF LACRIMAL 
PROBLEMS 
Harotp GiFrrorp, JR., M.D. 
OMAHA, NEBRASKA 

I wish to thank you very much for inviting 
me to your meeting. The death of my brother, 
Sandy, is a tremendous loss to your city and 
state. Since his place can never be filled, we 
will all have to do just a little more of our own 
thinking. He was a great teacher and a true 
friend to all of us. I, personally, owe him a 
large debt for his good advice and counsel, which 
has helped me over a good many bad spots in 
the road. 

The tear sac region is a sort of no-man’s land 
between the eye and the nose and throat. I am 
afraid there has been too much fighting over who 
is the proper authority. Also, there is the op- 
posite feeling of “let the other fellow do it.” I 
feel that this is primarily an eye problem. The 
patient comes to the eye doctor because of tear- 
ing and wants something done about it. He 
rarely understands that the tears have any con- 
nection with the nose. The doctor who does 
eye and nose and throat work, is ideally situated 
to understand the problem but rarely has the 
time or energy to work it out carefully. This 
places diseases of the lacrimal apparatus in the 
lap of the ophthalmologist. He should devote 
more of his time to a better understanding of the 
problem, and cooperate with the nose and throat 
doctor in solving it. 

The problem divides itself into three parts: 
(1) too few tears, (2) too many tears, (3) in- 





Presented before Section on Eye, Ear, Nose & Throat, 
Illinois State Medical Society 104th Annual Meeting, Chicago, 
May 17, 1944, 
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fection with pus or mucus in tear sac. First, I 
would like to discuss the dry eye where there is 
too little secretion and the corneal epithelium 
actually suffers. These cases in the final stages 
are known as keratitis sicca or filamentary kera- 
titis, and as such are a definite syndrome with 
definite treatment. You have all seen these 
cases with the symptoms of burning, smarting, 
photophobia and poor vision. They are usually 
of many years duration, characterized by a ropy 
elastic secretion like vernal conjunctivitis but 
without eosinophiles. These strands hang on 
the cornea along with multiple punctate defects 
in the epithelium. Some strands are actually 
made up of rolled up corneal epithelium. The 
conjunctiva is injected, looks dry. You can al- 
most spot one of these cases from across the room 
since many are badly crippled with arthritis. 
The smears have many epithelial cells and few 
polys. I see about one typical case a year. The 
treatment is closure of the puncta as suggested 
by Dr. Beetham. The puncta are closed with 
diathermy cautery under local anesthetic. This 
is an office procedure. The vision in some cases 
may improve from 20/100 to 20/30. This pro- 
cedure is also of value in neuro-paralytic kera- 
titis, trachoma and pemphigus, where a lack of 
tears is a contributing factor to the keratitis. 


Sleep causes a lessening of lacrimal secretion 
and the dry feeling associated with fatigue and 
sleepiness is due to a definite lack of secretion. 
This is a common distressing symptom of older 
people. I dislike giving eye washes to be used 
indiscriminately and with no specific reasons. 
It is a bad habit, and if the symptom is neurotic 
in nature, using drops increases the patient’s 
consciousness of his eyes and exaggerates the 
symptoms. The use of 3% saline (slightly hyper- 
tonic) pulls fluid out of the tissues and the relief 
lasts for some time. 


There is another borderline class of cases 
where on awakening, the patient has a sharp 
pain. The pain may wake the patient. These 
people have small epithelial erosions with stain- 
ing and non-staining opacities in the lower third 
of the cornea. I feel these defects are associated 
with a lack of tears during sleep and partial 
opening of the lids with drying of the lower 
cornea. An ointment, — I use Quinine Bisul- 
phate 2% or mineral oil at night — does help 
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these people. ‘hese are the common problems 
associated with too few tears. 

The problem of too many tears is much 
tougher. I have tried to work out a diagnostic 
system that would give definite answers, but so 
far have failed. There are too many uncontrol- 
lable and unknown factors. 


Hypersecretion of the gland itself undoubted- 
ly causes tearing but I know of no diagnostic 
test to prove this for an individual case. If the 
drainage apparatus is functioning and there is 
still too much fluid to be carried off, the patient 
complains of tearing and we say the gland is 
secreting too rapidly. It is believed that nor- 
mally the orbital part of the gland only func- 
tions under emotional or irritative stimulus and 
that the accessory and conjunctival glands main- 
tain the general lubrication of the eye. How 
is it possible to separate these functions and say 
whether one or the other is excessive? It is be- 
lieved that the ordinary secretion is motivated 
by the sympathetic nerves which control the 
vascular supply to the gland and the copious 
emotional flow is controlled via the para-sym- 
pathetic. But this is still debatable and facts 
are still lacking. 


In practice, I believe it is a rare occurrence 
to have prolonged tearing of nervous origin. 
(True lacrimation). I remember one case of 
a young girl with swollen glands in the neck and 
unilateral tearing for ten days. This stopped 
spontaneously when the swollen glands disap- 
peared. No cause was found. If lacrimation 
were common, removal of the gland or section 
of the excretory ducts would have become a 
more common procedure. Perhaps it should be. 


The only recent cases reported are nine of 
Jameson’s where the ducts were sectioned with 
no complications and relief of tearing was ac- 
complished. Wheeler advised this procedure 
after removal of the sac and reports no dif- 
ficulties. This procedure has not been generally 
accepted and I have done this on only one case 
with slight decrease in the tearing. This should 
be worked out more carefully. The technique is 
simple. 

With so little definite knowledge about secre- 
tion of tears, it makes the study of drainage 
difficult. In attempting to establish a basis for 
normal physiologic drainage, I have tried to cor- 
relate the size, shape and position of the puncta 
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with its ability to carry tears. This sounds easy 
and if the puncta is turned away out on the face 
it is easy; if it is only a little way out and very 
small, it may fool you completely. 


One drop of fluorescein dropped into the con- 
junctival sac will normally run into the nose in 
sufficient quantities to be blown out on a piece of 
kleenex in three minutes. I have determined 
this as a base in many normal people. If the 
test is positive, you can be pretty certain that 
normal drainage is taking place. If it is nega- 
tive, I do not know yet how to evaluate it. I 
have seen several negative tests, that is no 
fluorescein comes through in five minutes, where 
irrigation with a lacrimal syringe shows not the 
slightest resistance. ‘These people may or may 
not complain of tearing. If there is no com- 
plaint, the conclusion is justified that in spite of 
poor drainage there just are not enough tears 
to run over. ‘These are the patients who do not 
complain of tearing after removal of the sac. 
If tearing is complained of the conclusion is in- 
definite. ‘There may be excessive secretion for 
that particular drainage apparatus. There may 
be faulty capillary attraction at the punctum due 
to faulty position or size, or there may be lack 
of pump action in the sac. Any of these condi- 
tions may exist, and without definite evidence of 
faulty position not present, as an ectropion, I 
know of no method to make a definite diagnosis. 
Therefore no treatment can be successful. Tamp- 
ering with the punctum by slitting or cutting 
out a triangle, should not be done. My father 
did this on many people and I see them now 
with their tears still present. If the position is 
slightly faulty, diathermy cautery on the con- 
junctival side to turn it in, sometimes is bene- 
ficial but not always, as there are other factors 
present in some of these cases. I usually pass 
the buck and do nothing. No harm results, but 
the patient also gets no results. Frankly, I do 
not know, but after some more study on this, we 
may find out what to do. 


If saline cannot be irrigated into the nose, 
then definite obstruction exists and diagnostic 
probing should be done. ‘The probe should go 
no farther than the obstruction because it can 
cause more damage to structures beyond. Fre- 
quently the obstruction is in the lower canali- 
culus just where it joins the sac or beyond the 
junction with the upper. In this later case, the 
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solution washes out the upper canaliculi and 
not back along the lacrimal tip. The probe 
feels this obstruction easily and does not touch 
the hard wall of the nose. The lid moves when 
the probe is pushed. I do not know how to cure 
this type of obstruction other than by forceful 
dilatation with blunt probes against the side of 
the nose, not down into the sac. Because of the 
right angle turn at this point if the probe does 
not enter the sac, it will make a false passage 
when turned downward. Horizontal probing is 
occasionally successful. If it fails, I know of 
no method of attack other than the extensive 
operation of Aruga, which looks good on paper. 
He removes the sac and sutures the canal to the 
edges of the nasal mucous membrane after cut- 
ting a large bony window into the nose. (I have 
a slide of this procedure.) ‘These cases with ob- 
struction in the canaliculus never get infected 
and are not dangerous, so I have done nothing 
with the few I have seen. A delicate plastic 
operation, using the upper canaliculus, should 
be worked up by some industrious intern. I 
have tried to use the upper one as an extension 
of the lower to reach into the nose, but could 
not do it. 


The stricture may be found lower down in the 
sac at its junction with the naso-lacrimal duct. 
This is the common place for it because of an 
anatomical narrowing at this point. With ob- 
struction here, a mucocele or acute infection will 
eventually develop. The development of the 
pathology after .an obstruction has occurred is 
not clearly understood, and is certainly different 
and variable in different cases. The usual course 
is tearing for several months followed by a little 
collection of mucus and the gradual development 
of a mucocele from chronic infection. This is 
the same course that is seen to develop in infants 
where the lower end of the duct fails to open 
soon after birth. In treating infants I made the 
discovery that pressure on the sac down toward 
the nose would produce an immediate cure in 
some cases. Almost like “The laying on of 
hands” of medieval times. You may all know 
about this but it was new to me. I have fol- 
lowed this practice for the last few years with 
almost universal success after one, two or three 
trials. In looking up our cases (37) I find 
there were 8 cases where this produced a cure. 
Surprisingly enough, there were 11 cases that 
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either were cured spontaneously or were cured by 
the mother. She was advised to empty the sac 
by pressure and use a mild antiseptic, zinc sul- 
phate 1/5th percent. Eighteen cases were probed 
with success in 14 cases. The only 4 failures 
were in this group. Maybe these were the tough 
ones, but I have a feeling that too early probing 
is dangerous and may cause enough damage to 
start a permanent stricture. 

These failures were all probed under 6 months 
of age and I believe now that no probing should 
be done before this age. If pressu*e is applied 
properly at intervals of one to two weeks, I do 
not believe many cases will need to be probed. 

In the adult a cure by pressure cannot be ex- 
pected since the obstruction is higher up and 
has no tendency toward spontaneous cure. 

A mucocele may be carried for years without 
any acute infection, or it may suddenly become 
acute at any time. This may rupture or is 
opened surgically to be followed by repeated 
similar attacks and the development of a fistula 
on the cheek. If the infection is extensive 
the entire mucous membrane of the sac is 
destroyed, leaving only tearing and no further 
mucus or possibility of infection. This type 
is difficult to recognize after it has healed. 
It is not considered in most discussions but 
| have seen several of these in our series of 
cases. Some of the cases where the probe does 
not enter the sac are of this type and not a sim- 
ple stricture of the canaliculus. Further prob- 
ing in these is hopeless and only the Aruga op- 
eration offers much if any success. There is no 
infection here, and little danger of it, so nothing 
is usually done for these people. 

For the cases of early obstruction before a 
mucocele or infection has occurred, I am also at 
a loss to know what to do. Probing may be tried 
a few times but offers little success, and usually 
ends up with an infection or mucocele later, as 
the case histories of many patients will show. I 
have almost reached the point where I believe 
these patients should be left without interference 
until a mucocele or infection takes place. Since 
then surgery offers a high percentage of cures, 
while if undertaken at this stage it has not been 
very successful. These cases are the hard ones. 
Tearing, hut no mucocele, and with evidence of 
obstruction low down in the sac. I hope some- 
one here can help me with this problem. 
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The acute case of dacryocystitis should be 
handled medically if discovered early. The sulfa 
drugs should help here. I try to empty the sac 
by gentle pressure and washing, but do not try 
to probe beyond the canaliculus. This end gets 
blocked by kinking and edema and can some- 
times be opened by gentle probing. If the sac 
can be emptied without incision it often drains 
after the infection subsides. If this fails, the 
sac should be incised deeply and sulfanilamide 
powder dusted in or carried in with a drain. 
From two to four weeks after it is healed, the 
status should be surveyed and if a mucocele is 
present a dacryocystorhinostomy should be done, 
or if the sac has been completely destroyed, noth- 
ing further is needed unless tearing is extensive. 
Then the Aruga technique or section of the ex- 
cretory ducts could be done. 


The cases of mucocele offer no real problem. 
A dacryocystorhinostomy should be performed 
which will cure nearly 90%. The only reason 
for failure in these cases is faulty surgical tech- 
nique, or anatomical variations. 

The basis for my opinions on this subject is a 
series of 85 cases of lacrimal obstruction that 
Dr. Stokes and I have operated on in the last 
nine years. The technique of the operation is 
simple, really much less difficult than removal 
of the sac. We use a plan very similar to that 
which Dr. Burch described in 1920. This may 
have been original with him but the idea was 
first tried by F. Speciale in Cirincione’s clinic 
in Italy in 1904. ‘'Toti’s work came out in this 
year and further work on this method was 
dropped in favor of Toti’s method. Forsmark 
in Sweden and Neumayer in Germany, did a 
similar operation in 1911. After 1920 this type 
of operation was reported for many different 
countries. Dr. Stokes got his inspiration from 
the work of Stock, published in 1934. I helped 
Dr. Stokes with some of his early operations and 
realized how much simpler it was than the Toti- 
Mosher type I had been taught to do in Boston. 
This operation we call a transplantation opera- 
tion. It is really an implantation but transplant 
is the more common word and nearly as accurate. 


The lower end of the sac is freed through an 
external approach. An 8 mm. trephine opening 
is made into the nose. The open lower end of the 
sac is held in place in the nose by sutures pulled 
out on the cheek. The details of the operation 
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are published in the ‘Transactions of the Amer- 
ican Academy of Ophthalmology and Otolaryn- 
gology for 1938 and in the Archives of Oph- 
thalmology of August 1939. At that time Dr. 
Stokes reported 39 operations. Our recent series 
of 85 includes these cases with a further follow 
up. 1 will not have time to go into the details of 
the operation but these slides and the movies will 
show the important points. 

H. Gifford, Jr., M.D. 

1620 Medical Arts Building 

Omaha, Nebraska 


SULFATHALIDINE: CLINICAL EVALU- 
ATION IN INFECTIOUS DISEASES OF 
THE COLON 
MicuHaget H. SrreicHer, M.D. 

Assistant Professor of Medicine, University of Illinois, 
College of Medicine. 

CHICAGO 

You no doubt are familiar with the recent re- 
ports of the progress in the use of “sulfasuxi- 
dine” in diseases of the colon. The results that 
were published were in agreement essentially 
in that sulfasuxidine was acknowledged as an 
intestinal antiseptic, that it had bacteriostatic 
properties and that it was superior to any deriva- 
tive of the sulfa group in use in the past. We 
have employed succinyl sulfathiazole in 107 pa- 
tients and have reported (1943) bacteriologic 
studies on many stools — and also carried out 
blood concentration levels. The dosage employed 
was .25 G per kilogram of body weight per day. 
In spite of the large doses employed no toxic 
manifestations were observed. 

Because of the necessity of employing ex- 
ceedingly large doses of sulfasuxidine to obtain 
the optimum effect, it seemed desirable to de- 
velop a new drug, one that would be of similar 
properties and equally as effective in smaller 
doses, 

Recently sulfathalidine a new sulfonamide has 
been developed. ‘This new compound is similar 
to succinyl sulfathiazole chemically and thera- 
peutically — it is a derivative of sulfathiazole 
and is known as phthalylsulfathiazole. The ef- 
fective therapeutic dose of the new compound is 


Presented before the section on medicine at the annual 
meeting of the Illinois State Medical Society —- Palmer 
House, Chicago — on May 16, 1944. 

The research grant on sulfathalidine is sponsored by Sharp 
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approximately one-half that of succinyl sul- 
fathiazole (.125 G per Kilo body wt.). Ross 
and Poth reported in 1943 that “Sulfathalidine” 
is absorbed sparingly from the gastrointestinal 
tract, that it maintains low concentrations in the 
blood (.1 to 1.0 mgm.), and is rapidly excreted 
in the urine; they maintain that the new com- 
pound has 2 to 4 times the bacteriostatic activity 
of sulfasuxidine, and that it has not caused toxic 
symptoms in man. 

At this time we wish to report briefly on the 
clinical and laboratory studies of 47 patients 
with infectious diseases of the colon in whom 
sulfathalidine was employed. 

Clinical Report. Of the 47 patients treated 
with sulfathalidine 33 were female and 14 were 
male. The dosage used was .125 G per Kilo- 
gram body weight administered every four hours. - 
The drug was employed for many weeks in each 
patient and the study comprised cases of chronic 
ulcerative colitis, amebic dysentery, bacillary 
dysentery, paratyphoid and Giardia Lamblia. 
The following table illustrates the results ob- 
tained in the treatment of 47 cases of infectious 
diseases of colon with sulfathalidine. 

In Table 1 we observe that the majority of the 
patients studied show clinical improvement. We 
also note that the acute cases improve as readily 
as the chronic; cramping in the abdomen sub- 
sides about 48 hours after administration of the 
new sulfa drug, blood in the stool disappears, 
the stool becomes formed, and odorless and the 
number of evacuations are reduced substantially. 


In the acute types the temperature is reduced 
in 48 to 72 hours after intake of “sulfathalidine.” 
Only a small percentage of cases fall into the 
acute ulcerative colitis type, and the patients 
observed demonstrate the fact that sulfathalidine 
has solidified the stool effectively in these types ; 
it has reduced the number of evacuations in the 
acute and chronic cases. The drug does not 
elicit any marked toxicity in form of local or 
generalized manifestations and in this respect 
compares favorably with sulfasuxidine. We have 
employed therapeutic doses of this compound in 
patients for 2 months intermittently. 


The bacterigstatic activity of sulfathalidine is 
demonstrated in Table 2. It is evident that 
sulfathalidine is strongly bacteriostatic and is 
peculiar in that its activity is directed primarily 
against the B. Coli group and subsequently 
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TABLE 1 
COMPARATIVE STUDY OF THE EFFICACY OF VARIOUS SULFONAMIDES IN CHRONIC 


ULCERATIVE COLITIS 





NAME OF DERIVATIVE 








TYPES OF COLITIS 
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against other bacterial invaders (streptococci, 
staphylococci, and others). Sulfathalidine has 
been employed in amebiasis, bacillary dysentery, 
paratyphoid and Giardia Lamblia to some ad- 
vantage — as in the case of sulfasuxidine, the 
new sulfonamide is not specific in infectious 
processes just mentioned, but is of aid in that it 
minimizes the extent of the ulcerative lesions by 
reducing the number of secondary invaders. 


In the management of ulcerative lesions of 
the colon we are one step further with the ad- 
vent of the recently developed aids such as sulfa- 
suxidine and sulfathalidine. The sulfonamides 
must be reinforced by supportive measures of 
blood transfusions, intravenous administrations 
of saline and glucose solutions, and intramuscu- 
lar injections of liver extract. Further, a diet 
of low residue and high calory supplemented by 


TABLE 2 


BACTERIAL COUNTS OF STOOLS — BEFORE AND AFTER SULFATHALIDINE 


~ Name of Organisms and Counts in Millions (per 1 gram of stool) 





NAME OF B. COLI NON-HEMOLYTIC HEMOLYTIC 
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vitamin requirements must be maintained for 
long periods. 


The criteria that aid in the interpretation of 
the progress of an infectious disease of the colon 
are (1) clinical improvement of the patient, (2) 
proctoscopic changes of the colon (observed at 
reasonable intervals) and (3) microscopic re- 
check of the stool specimens. 


CONCLUSION 


(1) Sulfathalidine is an aid in the manage- 
ment of infectious disease of the colon. (2) 
Sulfathalidine possesses strong bacteriostatic 
properties. (3) We suggest that more time be 
devoted for proper evaluation of this new sul- 


fonamide. 


I wish to thank Dr. Milan Novak of the Dept. 
of Bact. for his advice in the bacteriology of 
this problem. 
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DISCUSSION 
Dr. Laurence Hines, Chicago: Have you had ex- 
perience with the use of these drugs in the acute 
fulminating type with hemorrhage? 


Dr. M. H. Streicher, Chicago (in closing): In 
answer to Dr. Hines’ question concerning the acute 
fulminating cases with hemorrhage, we have had seven 
or eight cases which were very severe but without 
hemorrhage. These were as serious as I have ever 
seen, having twenty to twenty-five stools a day with 
loss of thirty pounds in weight and with much cramp- 
ing, but no hemorrhage. In the severe types of in- 
fections referred to by Dr. Hines sulfathalidine in 
larger doses would not be applicable because some 
laxative action has been claimed for this drug. But 
if the dosage is kept down to 3 grams a day the 
laxative action would be negligible. On this dosage 
the blood level of sulfathalidine varies from 1.0 to 1.3 
mg. over a period from six weeks to three months, 





Financial security for the tuberculous person who is 
hospitalized or whose employment is limited, has come 
to be a responsibility the public must accept, if control 
of the disease is the goal of the community. Over- 
crowded living conditions, poor home hygiene, and 
fear of want during the absence of the breadwinner 
from the home all contribute to failures of arrest of 
the disease in individual cases. Lack of attention to 
these social and economic factors results in the con- 
tinued spread of the disease from uncontrolled open 
cases, Herman E. Hilleboe, M.D. and Arthur W. 
Newitt, M.D., Journal-Lancet, April, 1945. 
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CONTINUOUS CAUDAL ANESTHESIA 
Paut PERNWworTH M.D.; F.I.C.A. 
VENICE, ILL. 


The method of continuous caudal anesthesia 
so well presented by Hingston and Edwards in 
their first publication (Oct. 1942) is a skillful 
technical fusion of two chronologically distant 
periods in anesthesia. In 1901 Sicard dem- 
onstrated the possibility of securing anesthesia 
of the distal extremities, perineum and lower 
abdomen by depositing carefully measured vol- 
umes of cocain solution in the sacral canal. By 
1909, Stoeckel of Vienna had recorded 141 de- 
liveries in which portions of the second stage of 
labor had been made painless by this means. 
Both these technics were “single-dose” methods 
in which the caudal needle was withdrawn after 
injection. As such the anesthesia produced was 
limited to the duration of about one hour and 
frequently much less. In Jan. 1940 Lemmon of 
Philadelphia presented his technique of contin- 
uous spinal anesthesia which was revolutionary 
in that, for the first time, the surgeon operating 
under spinal was unhampered by the bogey of 
having the operative procedure outlast the anes- 
thetic. This increase in the length of anesthesia 
was effected by the subarachnoid introduction 
of a special malleable needle which remained in 
place during the operation, and through which 
fractional doses of procaine were injected as 
needed. 

Combining these two concepts of (1) caudal 
route of administration and (2) an indwelling 
needle, summarizes the newest and most effective 
method for painless deliveries and for anesthesia 
in certain regional operative procedures. 

To understand the action of caudal anesthesia, 
some fundamental concepts of applied anatomy 
are essential. Sporadically during the past ten 
years, publicity has been given to a type of 
local anesthesia known as peri-dural or epidural. 
To those familiar with this term, the present 
discussion will immediately be clarified if caudal 
and epidural anesthesia be recognized as identi- 
cal. To those not familiar, a brief description 
of the epidural space is in order. 

At the foramen magnum the dura mater 
splits into two layers the outer one blending with 
the periosteal lining of the vertebral canal while 
the inner layer forms the tough protective theca 
of the spinal cord. If these layers are followed 
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distally we find that the outer one reaches the 
base of the coccyx while the inner one ends ot 
the 2d. sacral vertebra. There exists therefore a 
space between these two layers extending from 
the base of the skull above to the membrane cov- 
ering the sacral hiatus below. This is the epi- 
dural space, containing fatty tissue, a venous 
plexus as well as those portions of all afferent 
and efferent neurones between the spinal cord 
and the intervertebral foramina. There is a 
marked negative pressure within this space, a 
condition utilized to advantage in giving epi- 
dural anesthesia by the lumbar or thoracic route. 
However this epidural space may be entered with 
greater ease and safety by penetrating the sacro- 
coceygeal membrane which forms its most dista! 
boundary. By introducing the anesthetic from 
below it is possible to fill first the sacral then 
the lumbar portions of the space and if desired 
to flood the entire space up to the foramen mag- 
num by increasing the volume injected. Cathe- 
lin caleulated that 30 cc. would fill the sacral 
canal, while 120 cc. would be required to reach 
the foramen magnum in the average individual. 
Since all sensory nerves pass from their dorsal 
root ganglia thru the epidural space to the 
spinal cord, they would be bathed in any anes- 
thetic solution present there. Similarly with the 
efferent motor nerves although their thicker my- 
elin sheaths gives them greater immunity to the 
action of local anesthetics. 


Innervation of the Uterus and Vagina. The 
sensory nerves from the uterus are visceral af- 
ferent fibers which although functionally inde- 
pendent of the autonomic nervous system course 
through their pelvic, hypogastric and aortic plex- 
uses to connect with the dorsal root ganglia of the 
11th and 12th thoracic segments. The sensory 
supply from the cervix and upper vagina ac- 
companies the sacral parasympathetic outflow 
although it also is functionally independent. The 
sensory and motor fibers of the lower vagina. 
perineum and pelvic floor are somatic and travel 
in the perineal and pudendal nerves. The motor 
supply to the uterus is autonomic involving both 
sympathetic and parasympathetic components. 
Clinical evidence indicates that these neurones 
leave the cord at levels above the 10th thoracic 
and perhaps even as high as the 6th then pass 
downward through the pelvic aortic and hypo- 
gastric plexuses to the uterus. 
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Equipment and Technique. When labor has 
become established, the anesthetic may be started 
and continued until termination of the delivery. 
We have prepared a set-up which is inexpensive 
and permits a rapid, aseptic, closed system for 
injection. This consists of a flash (200ce.) capac- 
ity fitted with a two-hole rubber stopper through 
which a small bore glass tube extends to the bot- 
tom of the flask. his tube is bent at right 
angles after its exit from the stopper and is 
attached to a 3-way valve by a 12 in. length of 
intravenous tubing. ‘To the remaining valve 
outlets are affixed: (1) 20 cc. glass syringe; 
(2) 3 ft. of special thick walled, small lumen 
rubber tubing. We have attached a Luer-Loc 
adapter to this tubing so that the connection to 
the caudal needle cannot slip. A 19@ spinal 
needle with a long bevel is used. The above are 
wrapped in towels and autoclaved. There is 
available a special (BD) malleable needle with- 
out a hub which Hingston recommends as an in- 
surance against breakage. In our series we have 
experienced no such accident with the ordinary 
spinal needle although some were severely bent 
upon withdrawal. A 114% solution of mety- 
caine is prepared by adding 10 cc. of 20% 
metycaine to 125 cc. of sterile saline in the reser- 
voir flask. ‘Phe syringe, valve and tubing are 
connected and all air expelled by filling the sys- 


tem with solution. 


The approach to the caudal canal is effected 
by placing the patient on her side, flexing the 
back and preparing the sacral area antiseptically 
after which it is draped with sterile towels. Pal- 
pation of the sacro-coccygeal articulation about 
114 in. proximal to the tip of the coccyx re- 
veals two bony prominences, the sacral cornua, 
between which is a triangular depression, the 
sacral hiatus. This hiatus is closed by the tough, 
resilient sacro-coccygeal membrane. A wheal of 
metycaine is raised intracutaneously over the 
hiatus and the soft tissues down to the membrane 
anesthetized by infiltration. The caudal needle 
is then inserted carefully through the hiatus un- 
til the anterior wall of the caudal canal is 
reached. During this insertion, the needle is at 
an angle of 45° to the skin. As soon as the mem- 
brane is pierced the spinal needle hub is de- 
pressed until the shaft is almost parallel to the 
back, and, with the bevel down, the needle is 
pushed gently into the canal up to the second 
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sacral vertebra. Completing this movement with 
the bevel down minimizes damage to the 
venous plexus on the floor of the canal. A syr- 
inge is attached and aspiration performed to 
determine whether the needle has pierced the 
dura or a vein. ‘This test must be carefully per- 
formed in every case because if either spinal 
fluid or blood can be aspirated, suitable correc- 
tion must be made before proceeding further. 
(see complications). Assuming that neither of 
these structures have been penetrated, 10 cc. of 
metycaine are slowly injected. The solution 
should enter the canal easily, and the soft tissues 
over the sacrum watched for swelling indicating 
that the needle has been inserted too superfi- 
cially, and is outside the canal. This is the be- 
ginner’s most common error. If no anesthesia 
develops within the first five minutes, it may 
safely be assumed that subdural injection has 
not occurred; the tubing is connected and the 
needle covered with a sterile dressing is 
strapped in place with adhesive. The patient is 
now turned gently to the supine position and an 
additional 15 cc. of metycaine slowly injected. 
She must be warned against making any vigorous 
unassisted movements lest the indwelling needle 
be broken or dislodged. Within 15 min. an- 
esthesia will develop, and although uterine con- 
tractions can be observed by the attendants, they 
will be unnoticed by the patient. Frequently 
anesthesia will be unilateral at the start, and if 
this occurs the side affected will usually be the 
one on which the patient lies during the insertion 
of the needle. For surgical procedures as much 
as 60 cc. of metycaine can be injected, and up- 
ward extension of anesthesia tested until the de- 
sired level has been reached. For obstetrics, in- 
sensibility to surface stimuli (pin-pricks) should 
extend up to the umbilicus but not higher. To 
maintain anesthesia, 20 ec. of solution are in- 
jected every 40 minutes in the average patient. 


Course of Labor. When anesthesia is de- 
veloped, the first and second stages of labor are 
shortened. This is due to a remarkable relaxa- 
tion of all the soft parts, and to rapid cervical 
dilatation. Several primaparas delivered within 
three hours after the onset of labor. The patient 
is unconscious of any pelvic visceral sensations 
and the bladder must be emptied when distension 
occurs. Liquids and a soft diet may be given 
with advantage during labor. Progress should 
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be checked, but we have found that precipitates 
are rare. The presenting part usually appears 
at the introitus, and remains there until deliv- 
ered by fundal pressure or low forceps. In 
primaparas we usually perform episiotomy and 
apply outlet forceps. Both these procedures 
and the repair are entirely painless. The pla- 
centa separates easily and the blood loss is 
minimal. All the babies were of good color, 
and even in breech presentations breathed im- 
mediately after delivery. We consider placents 
praevia the only contraindication to this method 
of anesthesia. 

Complications. ‘These are five in number: 

1) Massive subarachnoid (spinal) anesthesia 
is caused by piercing the dura with the caudal 
needle. As the dura usually terminates at the 
second sacral vertebra, the needle must never be 
advanced higher than this level. If the dura is 
pierced further attempts to produce anesthesia 
by the caudal route should be discontinued as 
the puncture does not close immediately. 

2) Intravenous injection can be prevented by 
changing the position of the needle within the 
canal if blood is observed on aspiration. 

3) Vascular collapse which occurred once in 
our series results from abnormally high anes- 
thesia. This can be prevented by periodically 
testing the level of anesthesia and maintaining it 
at the xiphoid (7 Th.) for lower abdominal 
surgery, and at the umbilicus (10 Th.) for ob- 
stetrics. Treatment is with 0, inhalations, stim- 
ulants and intravenous fluids. 

4) Infection of the caudal canal may occur if 
strict asepsis is not maintained during intro- 
duction of the needle or if the site of puncture 
becomes contaminated by feces. This complica- 
tion has not been experienced by us to date. 

5) Needle breakage within the caudal canal 
has not occurred because we move the patient 
carefully and protect the needle at all times dur- 
ing transportation. ‘Those who have been con- 
fronted with this accident note that breaks usu- 
ally take place at the hub-shaft junction 
allowing easy removal of the projecting fragment. 
Breakage of the tip deep within the canal would 
be a more serious happening and would probably 
require operative removal. 

SUMMARY 

A brief description of a revolutionary method 

for completely painless obstetrical delivery is 
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presented. The application of this method to 
abdominal surgery is indicated. Caudal anes- 
thesia should be employed only as a hospital 
procedure and by personnel especially trained in 
methods of regional anethesia including ana- 
leptic and resuscitative measures should un- 
toward symptoms develop. 
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ONE INJECTION OF PENICILLIN IS 
USED TO TREAT GONORRHEA 
Army Physicians Report On 175 Patients 
Given Single Doses Of The Drug 
In Beeswax And Peanut Oil 


A single injection of calcium penicillin in 
beeswax-peanut oil may now be used successfully 
in the treatment of gonorrhea, according to the 
study reported in the June 9 issue of The Jour- 
nal of the American Medical Association. The 
report, based on 175 cases, was made by Capt. 
Monroe J. Romansky and Capt. Robert J. Mur- 
phy, Medical Corps, Army of the United States, 
and Technician (3d Grade) George E. Rittman, 
Medical Department, Army of the United States. 


The preparation is made with calcium pen- 
icillin — which is a combination of penicillin 
not so easily dissolved as the more commonly 
used sodium penicillin — highly refined peanut 
oil and chemically pure beeswax, all blended 
together. ‘The purpose of this mixture is to 
prolong the action of the penicillin, thus in- 
creasing the effectiveness of a single injection. 
After a single injection of 100,000 units of this 
preparation, penicillin remains in the blood for 
seven and one-half to ten hours. By contrast, 
a single injection of 100,000 units of penicillin 
in a salt solution will produce a high blood level 
of penicillin in the first hour, but the penicillin 
entirely disappears from the blood in about four 
hours and is therefore active for only a short 
time. 
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The authors found that 150,000 units in a 
single dose was most satisfactory. Among 175 
patients treated with this dosage there were no 
failures. 

The rapid disappearance of the clinical symp- 
toms of the disease was striking. Eighty-three 
per cent showed improvement in 12 hours and 
95 per cent by the end of 24 hours. The rest 
improved by the end of three days. 

“The injection of the penicillin in beeswax- 
peanut oil produced no immediate discomfort,” 
the doctors said. “Twenty-four hours following 
the injection slight soreness was present to pres- 
sure, but this was gone within 48 hours.” None 
of the patients showed any reactions to the mix- 
ture. 


The authors noted that “in view of studies 
which are now being conducted, single daily in- 
jections of penicillin in beeswax-peanut oil have 
also proved effective in pneumonia, impetigo, 
staphylococcic infections and other conditions 
which respond to penicillin in saline solution.” 





Pulmonary tuberculosis during childhood arises 
largely from an infection acquired within the house- 
hold. The source case, the open chronic case of 
pulmonary tubertulosis whose symptoms so often mas- 
querade under the title of “chronic bronchitis,” is a 
menace to the child and to the community. The de- 
tection and control of these chronic carriers of the 
tubercle bacillus become, with the reduction in the 
incidence of tuberculous infection, procedures of great 
importance. We have accepted for too long a period 
the harmful freedom of these patients, harmful to 
the individual and to the community. We have ac- 
cepted with an equanimity which does little credit 
to our sense of the value of preventive activity the 
fatalities in childhood tuberculosis and pneumonic 
adolescent phthisis which have their inception in the 
contacts which this freedom determines. J. E. Geddes, 
M.D., NAPT Bull., Apr., 1945. 





IMPORTANT 


Send changes of address to 
30 N. Michigan Ave., Chi- 
cago 2, Illinois, enclosing 
label from a copy showing 
your old address. Changes 
received after the Ist of 
the month will not go into 
effect until the following 
month. 
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rt,” John S. Coulter, M.D. 
ing 
res- 
one MYOSITIS IN CHRONIC RHEUMATISM 
1X- AND CHRONIC GOUT 
Frank Hopkins, M.D., Hot Springs, Virginia 
ies In VIRGINIA MEDICAL MONTHLY, 72;6;262 
in- June, 1945 
ve It is disastrous to. immobilize muscular in- 
0, flammation, as it increases blood stasis and 
ns therefore results in further exudates and in- 
1.” creased pressure. During the very acute stage, 
the pain will splint the part sufficiently, and as 
the pain recedes, motion should be re-established 
es as fast as possible. In other words, drainage of 
. the tissues is essential for relief. 
‘ Lumbar myositis sometimes produces pain 
a over the abdomen simulating an actute surgical 
> condition. Occasionally, there is an almost con- 
8 stant dull ache over the abdomen. 
7 A very important manifestation is sciatica. 
d The majority of the cases of sciatica come from 
D infiltration of the lumbar and gluteal muscles, 
i but myositis anywhere along the course of the 
nerve may cause sciatica. 


he shoulder muscles are frequently attached, 
the deltoid being the favorite target; and if the 
condition is chronic, the fibrous tissues may be 
involved. 


Physiotherapy is the only effective treatment. 





REHABILITATION OF THE AMPUTEE 
"Henry H. Kessler, Captain (MC) U.S.N.R. 

In THE UNITED STATES NAVAL MEDICAL 

BULLETIN, 44;6;1199 
June, 1945 

The aim of medical and surgical treatment is 
the relief of symptoms and the restoration of 
working capacity. In the military service, return 
to duty is expedited by programs of physical 






conditioning, convalescent training and occupa- 
tional therapy. 


The first step in the rehabilitation process is 
that of physical restoration. This is accom- 
plished by means of prosthesis. In the lower 
extremity the artificial leg serves two functions. 
It conceals the defect and it replaces the func- 
tion that is lost. Psychosocial prejudice is thereby 
minimized while the ability of the amputee to 
discharge his work responsibilities approaches 
the normal. 


In the case of the upper extremity, conceal- 
ment of the defect is less adequate. Further- 
more the function of the natural hand cannot be 
reproduced — only imitated. Psychologie preju- 
dice and functional capacity are less adequately 
met. Nevertheless by means of prosthesis the 
patient’s powers are improved. 


The amputee is directed then to the four ob- 
jectives: Social living, personal hygiene, trans- 
portation, and work capacity. These ends are 
achieved under a program of physical condi- 
tioning, occupational therapy, and convalescent 
training. Before the patient is discharged from 
this hospital he must satisfactorily pass an 
achievement test which includes the major ele- 
ments of the aforementioned four objectives. 
The hand amputee must learn to dress and un- 
dress, tie his shoes, feed himself, lock and unlock 
a door, handle a key, write, manage a telephone, 
drive a car. The leg amputee must also pass an 
achievement test. He must learn how to drive 
a car, ride a horse, dance, bowl, swim, engage in 
other sports activities, climb a platform, and 
descend a ladder or stairs. These are not isolated 
activities but are carried along with other fea- 
tures of the rehabilitation program. 
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Though the objectives of personal care, trans- 
portation and social living are important, the 
major factor in the patient’s successful rehabili- 
tation will be his economic adjustment on his 
return to civil life. This phase of his adjust- 
ment is, therefore, emphasized in our program. 


DEFINITE SURGICAL MANAGEMENT 
OF AMPUTATIONS 
Henry H. Kessler, Captain (MC) U.S.N.R. 
In UNITED STATES NAVAL MEDICAL 
BULLETIN, 44;6;1148 
June, 1945 

The rehabilitation of the amputee begins with 
the decision of the surgeon to amputate. The 
future of the patient will depend in large meas- 
ure on the site and character of the amputation. 
The guillotine amputation or the modified flap 
amputation is only a provisional procedure; the 
end sought by the final amputation is a stump 
that will properly carry the patient’s weight and 
permit him to wear a prosthesis with comfort 
and utility. 

The surgeon’s work is not completed at the 
end of the operation. Two further duties remain 
to be performed. He must prepare the stump 
to receive the prosthesis and he must teach the 
patient to use it. 

Shrinking, 


that the shape of the stump must be changed in 


Preparation of the stump means 


order that it may be fitted properly with an 
artificial limb. The bulbous or edematous stump 
must be shrunk in order that it may become a 
narrow cone. ‘This is done by the compression 
obtained from a tight elastie bandage that has 
been previously unwound and stretched. Shrink- 
ing is also obtained by the wearing of a pylon. 
Bandaging has the advantage that it ean be 
started early, long before the stump can tolerate 
the pylon. ‘The bandage is applied under great 
tension to the end of the stump, otherwise the 
stump becomes bulbous instead of conical. 
Bandaging is repeated several times a day, and 
if rigidly followed sufficient shrinking in from 
{ to 6 weeks is obtained so that a permanent 
prosthesis may be applied. This goal is rarely 
reached without close scrutiny and supervision. 
The patient is apt to view the shrinking process 
with apathy, while the surgeon concentrates on 
the surgery and not on the aftercare. 

Massage of the stump is contra- 
The freshly cut nerves will be too 


Massage. 
indicaied, 
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tender to withstand the trauma of manipulation 
and manual pressure. Physical therapy has no 
place in the aftercare of amputation stumps 
except in the management of contractures and 
in the employment of exercises. 

Exercises. — Exercises are rarely necessary in 
leg amputations. They are required in thigh 
amputations, especially in short thigh stumps. 
The loss of the distal attachment of the adductor 
muscles causes overaction of the abductors. De- 
velopment of the adductors and extensors of the 
hip is necessary in order to control the use of the 
prosthesis. The loss of the knee mechanism puts 
a double load on the hip extensors, that of ex- 
tending the hip and the artificial limb. 

Definitive surgical management is complete 
when final amputation has secured a stump of 
proper length and shape, adequately shrunk with 
good muscular control to receive and operate a 
prosthesis efficiently and with comfort. 


CAUSALGIA 

Frank H. Mayfield, M.D., F.A.C.S., Major, M.C., 

A.U.S., Cincinnati, Ohio 
and John W. Devine, M.D., F.A.C.S., Captain, M.C., 
, A.U.S., Lynchburg, Virginia 
In SURGERY, GYNECOLOGY AND 
QBSTETRICS, 80;6;635 
June, 1945 

In a study of 15 cases of causalgia the follow- 
ing observations were made: 

1. Burning pain is a constant complaint and 
is usually immediate in onset. 

2. The median or sciatic nerve was involved 
in each instance, and the lesion was incomplete. 

3. Certain patients showed vasoconstriction in 
the causalgic limb: others showed vasodilatation. 

1. The trophic changes and response to warm 
or cold moisture and to hyperthermia varied 
depending upon the blood flow. 

5. Twelve patients were relieved by sympa- 
thectomy of the involved limb; 1 was cured by 
artifiical fever therapy; and 2 recovered spon- 
taneously. 

6. Further observation as to the value of fever 
therapy will be made. 

7. Direct surgical attack (neurolysis) upon 
the injured nerve which was performed on 5 
cases, and periarterial sympathectomy at the 
level of injury, performed in 3, have not been of 
henefit. 

8. Procaine block of the sympathetic chain 
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affords complete relief temporarily and should 
he repeated 2 to 3 times, although no case in 
this series has had any lasting benefit from this 
procedure. 

9, Sympathectomy (preganglionic) gave im- 
mediate and lasting relief to 12 patients. 

10. The site of injury must be included in 
the sympathectomy. 

11. Sympathectomy should be done early to 
prevent stiffness of joints due to disuse. 

12. The personality changes always present 
during the painful stages are secondary to the 
pain. There is no evidence in our cases that 
there is a predisposing constitutional psychic 
factor in causalgia. 





NON-SPLINTING TREATMENT OF 
ELBOW JOINT INJURIES 
Thomas A. Boutrous, M.D., Surgical Resident, 
Redford Receiving Hospital 
\lexander Blain III, M.D., Fellow in Medicine, 
Wayne University College of Medicine and 
W. A. Chipman, M.D., Attending Surgeon, 
Redford Branch of Detroit Receiving Hospital, 
Detroit, Michigan 
In THE AMERICAN JOURNAL OF SURGERY, 
68 ;2 ;213 
May, 1945 

Conventional methods of treating injuries and 
fractures about the elbow joint leave much to be 
desired. These injuries are often followed by 
undesirable sequelae ranging from various de- 
grees of dysfunction to the dreaded ischemic 
contractures of Volkman. Downer states that 
“at the Alexander Blain Hospital conventional 
splinting of elbow joint fractures has not led to 
entirely satisfactory results by any means.” This 
is true in the experience of numerous other 
surgeons. 

While the patient was still in the hospital, it 
was decided to use the non-splinting method of 
treatment for other fractures about the elbow 
joint because of the excellent results noted, and 
because of the dysfunction so often encountered 
in the past with splinting methods. 

In all the following cases it was obvious during 
the first few days that the patients were timid 
about active and passive motion. Consequently, 
especially in the younger age group, close ob- 
servation was necessary. All the patients were 
encouraged to take the arm out of the sling four 
or five times a day and carry out either active 
and/or passive motion (all positions). The ear- 
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lier the motion the better and more rapid was 
the restoration of function. 





CARPAL BONE INJURIES 
John D. Sherrill, M.D., Birmingham, Alabama 
In SOUTHERN MEDICAL JOURNAL, 38;5;312 
May, 1945 

(1) Wrist sprain should not be diagnosed 
until the x-rays are negative. 

(2) If pain persists, films should be made at 
intervals even though the original film was nega- 
tive. 

(3) In fractures of the lower end of the radius 
or ulna, look for associated carpal injuries. 

(4) Conservative treatment of fresh fractures 
of the scaphoid and closed reduction of dislo- 
cated semilunars is, the treatment of choice. 

(5) Conservative treatment is advisable in 
non-unions of the scaphoid if there is reasonably 
good wrist function. 

(6) Excision of one or more carpels is ad- 
vocated in the treatment of comminuted frac- 
tures, dislocations of the semilunar or medio- 
carpal joint, if conservative therapy fails. 


CORONARY OCCLUSION AFTER 
FEVER THERAPY 
In THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 128;5 ;386 
June 2, 1945 

Harvey and Billings used fever therapy in 
the treatment of 85 young men with chronic 
gonococcie urethritis resistant to sulfonamide 
therapy. Three patients, aged 24, 19, and 25 
respectively developed _ electrocardiographic 
changes tvpieal of occlusion of a coronary artery 
after fever therapy. In 1 case there were never 
any symptoms referable to the heart, and in the 
other 2 they were relatively mild and the illness 
was never serious. Electrocardiograms in each 
case showed progressive changes similar to those 
which oceur with occlusion of the anterior de- 
scending branch of the left coronary artery. In 
2 cases definite T’ wave changes were still present 
eight and ten weeks after the onset. In the 
third case a record made fifteen weeks after the 
therapeutic hyperpyrexia revealed normal T 
waves. Subsequently, in 15 cases, records were 
made routinely before and for three days after 
therapeutic hyperpyrexia. In 2 of these the 
electrocardiograms showed a coronary type of 
ST segment and T wave change within twenty- 
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four hours, which persisted for several days but 
Neither patient had 
complaints referable to the cardiovascular sys- 
tem. In several others a transient cardiac ar- 
rhythmia was observed in addition to minor 


then reverted to normal. 


changes in the S'T segments and 'T’ waves. 
METRAZOL AND ELECTRIC SHOCK IN 
PSYCHOSES 
In THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 128;5;388 
June 2, 1945 
The Ziskinds present a comparison of treated 
and untreated patients with affective psychoses 
who were seen in private practice between 1938 
and 1943. Of 88 patients treated the first 58 
received metrazol and the other 30 were given 
The untreated control 
group included 109 patients, of whom 43 refused 
convulsive therapy, 50 had symptoms which 
were too mild to warrant this treatment and 16 
had physical disease which contraindicated the 
method. 


electric shock therapy. 


The follow-up results were full re- 
mission in 90 per cent of the treated patients 
and in 75 per cent of the untreated patients. In 
the untreated patients there were nine deaths 
from suicide and four deaths from exhaustion, 
as compared with one death from suicide in the 
series of treated patients. 





CORRECTIVE CAST FOR TREATMENT 
OF LOW BACK PAIN 
Emil D. W. Hauser, M.D., Chicago 
In THE JOURNAL OF THE AMERICAN 
MEDICAL ASSOCIATION, 128;2;93 
May 12, 1945 

Low back pain, in most cases, is due to a 
strain which causes an inflammation in the re- 
gion of the lumbosacral and sacroiliae articula- 
Strain is the result of an imbalance 
between the capacity of the structures of the 
back and the physiologic demands made on 
them. 


tions. 


This imbalance is called a functional 
A decompensation of the back 
gives rise to certain symptoms and findings. 
The treatment of low back pain, therefore, 
consists in correction of the deformity, relief of 
the strain at the sacroiliac and lumbosacral 
joints and elimination of the decompensation of 
the back. This is accomplished by means of a 
so-called active cast. An active cast is one which 
is applied with the body in a position such that 


decompensation. 
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the natural forces of the body will act against 
the cast. In this way the cast has the effect of 
exerting a corrective force. 

The cast exerts forces to correct the deformity 
of the back and at the same time relieves the 
strain on the joint so that the inflammation can 
subside. Since the trunk is extended and the 
body is higher than before the application of the 
cast, more work is required to hold the upright 
position. ‘This brings about an increase in the 
demand on the muscles, which acts to strengthen 
these structures. This increase in strength is 
further abetted by means of graduated exercises, 
alternated with periodic rests to prevent muscu- 
lar strain. 

This treatment by active cast has been applied 
in 2,626 cases. Excellent results were obtained 
in 35.6 per cent of the cases. 





THE MANAGEMENT OF OSTEO- 
ARTHRITIS 
A. R. Neligan, M.D. 
In PROCEEDINGS OF THE ROYAL SOCIETY 
OF MEDICINE, 38; 5; 210 
March, 1945 


Indications for management. — The chief in- 
dications in the management of an established 
case of osteo-arthritis are: (1) To secure the 
co-operation of the patient. (2) To ensure the 
best possible environment for him. (3) To re- 
move aetiological factors or, at least, lessen their 
effects. (4) To maintain function. (5) To re- 
lieve pain and improve the condition of the 
joint. 

Rest. periods are the single essential part of 
management in osteo-arthritis. 

Activity. --- Most osteo-arthritics are cheery, 
energetic folk, used to working hard and play- 
ing hard, so it is wise on general grounds to al- 
low them as much activity as may be judged 
prudent. 

Weight reduction. — The diet of the elderly 
should suit digestion and be well balanced. 1 
think that is about all there is to say about the 
osteo-arthritic unless he is overweight, as he, or 
rather she, very often is. Then drastic reduction 
is an excellent way of sparing spine and legs 
and may give dramatic all-round improvement. 

Maintenance of function. — “Management” 
of general activity helps to preserve joint func- 
tion in damaged joints, but something more is 
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needed, namely, active stretching of the joint 
and active training of special muscle groups. 

Treatment of the joints aims at relieving pain 
and improving the circulation, deficiency in 
which seems to be the one common factor in 
chronic rheumatic conditions; and, if arterio- 
sclerosis is by no means regularly found in osteo- 
arthritic joints, their owners are at an age when 
it is common. 

Expert physical treatment gives opportunities 
for review. 

The drawbacks of expert treatment may, how- 
ever, from the point of view of many patients, 
be very real. It is a question, too, if the simple 
ways of applying heat mentioned are much less 
effective than our more complicated methods, 
except, perhaps, diathermy in the case of the 
hip and some forms of bath treatment including 
the therapeutic pool, though, even here, domes- 
tic and local swimming baths may be turned to 
account. 

Massage and exercises for the associated mus- 
cles, as well as general exercise, also improve 
the joint circulation and so should attention 
to varicose veins in the case of the lower limbs. 
However, fibrositis of muscles and joint capsules 
are the chief indications for massage in osteo- 
arthritis. | 





KNEE INJURIES IN SOLDIERS 
L. H. Wilkinson, M.B., Edin., Major RAMC 
H. A. Burt, M.C., Camb., MCRP, Captain RAMC 
Specialists in Physical Medicine 


In THE LANCET, 1;22;685 
June 2, 1945 


Treatment 

Tender sites. — As a rule, tenderness of the 
semimembranosus insertion responds satisfac- 
torily to physical treatment. Heat and friction 
on alternate days seem all that is required. 
After four treatments a noticeable improvement 
is apparent, and the patient often volunteers that 
he is better able to straighten his affected knee. 

Physical methods are disappointing with the 
other sites of tenderness. An occasional ex- 
ception is histamine or iodine ionisation in cases 
of painful ligamentum patellae. 

Effusion. — Effusion which develops after 
exercise can often be prevented if a compression 
bandage is applied directly after such exercise. 
The bandage should be retained until the next 
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morning and reapplied after further similar ac- 
tivity. 

Quadriceps insufficiency. — By the time the 
convalescent stage has been reached non-weight- 
bearing remedial exercises are the most useful 
means of treatment. Weights and pulleys are 
now popular, but as usually employed, with the 
patient sitting on a bench, they are unsatisfac- 
tory, as the exercise is often stopped with the 
knee short of full extension. The modification 
advocated by Duthie and Macleod (1943), with 
the patient lying prone, is more satisfactory. 
Static contractions of the quadriceps are often 
poorly carried out with a tender ligamentum 
patellae, and the vastus internus, which is almost 
invariably the most wasted of the quadriceps 
group, cannot be correctly exercised when there 
is limitation of extension of the knee (Nicoll 
1943). On rare occasions efforts at obtaining 
full extension are carried too far, and hyper- 
extension is demonstrable, but this can sometimes 
be corrected by re-education of the hamstrings. 





FUNCTIONAL TREATMENT OF 
FRACTURES AND OTHER INJURIES 
Edward Harlan Wilson, M.D. 

In ARCHIVES OF PHYSICAL MEDICINE 
26 36 3352 
June, 1945 

Fractures close to or involving a joint will 
continue to require splinting. Open reduction, 
when feasible, will often permit earlier motion 
and return of function. Early motion after 
manipulative fractures near the wrist and ankle 
is to be decried ; it merely leads to prolongation 
of the recovery period. Open reduction of all 
fractures is increasing. 

Physical therapy has a very important place in 
rehabilitatioh. It is largely a psychotherapeutic 
method, in that the patient is educated to begin 
to use his muscles in the region of a fracture and 
is taught how to do so without pain or injury to 
himself. Hypertrophy of the wasted muscle is 
encouraged. Its use, especially early in frac- 
ture treatment, should be limited to assisted 
active motion with the patient’s sense of pain as 
the guide to the limit of motion. When the 
patient has definitely learned to move his limb 
and to place weight on it, physical therapy has 
accomplished all that it can and its further use 
will tend to retard the patient’s progress because 
his condition combines local weakness and stiff- 
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ness with general weakness due to his prolonged 
period of rest. The experience of the British in 
this war in the use of rehabilitation camps, and 
more recently the experience of our own Army, 
has emphasized the importance of prolonged 
and extremely active physical exercise. This has 
been obtained by early marching drill, even for 
men in casts, with the prompt addition of grad- 
uated games such as volley ball and tennis, 
sawing lumber, swimming, ete., until the patient 
is active about six hours a day, which is the 
By the use of these 
methods tremendous progress has been made in 
the rehabilitation not only of injured limbs but 


limit of his endurance. 


of men themselves. To consolidate these gains 
for civilian life it will now become necessary to 
develop rehabilitation centers in industrial cities 
where not only physical therapy and occupa- 
tional therapy are furnished but also exercise 
which exploits the patient’s liking for competi- 
tion and fun. 


PERIPHERAL VASCULAR DISEASE 
Geza de Takats, M.D., Chicago, Illinois 
In THE JOURNAL OF THE MICHIGAN STATE 
MEDICAL SOCIETY, 44;5;481 
May, 1945 

Mechanical means of increasing the vascular 
bed are many; the Buerger-Allen exercises alter- 
nately fill and empty the venocapillary bed; 
however, they are not apt to be carried out for a 
long enough period to do it consistently. The 
suction pressure apparatus has given a great 
impetus to all mechanical forms of vascular ex- 
ercise, but it is an expensive form of treatment 
which we have substituted with intermittent 
venous hyperemia. ‘This form of treatment can 
be carried out at home with an ordinary blood- 
pressure apparatus, with a specially built leather 
cuff pumped by hand or with an automatic device 
operated by electricity, which the patient applies 
from two to twelve hours daily depending on the 
severity of his circulatory deficiency. The pres- 
sures and the time of constriction and release 
must be determined individually for each patient 
and so selected that during constriction a marked 
filling of the veins and rubor of the toes occur, 
whereas during release the limb takes on its 
normal color and the veins collapse. Many hun- 
dreds of our patients have used such an ap- 
pasatus for months and years and have increased 
the'r walking ability to a great extent. 
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Another device which has given our patients 
decided benefit is the oscillating bed. This sup- 
plies the patient with a Buerger-Allen exercise, 
without any effort on his part and for six to 
eight hours a day continuously. 





THE MANAGEMENT OF 
RHEUMATOID ARTHRITIS 
Francis Bach, M.D. 
In PROCEEDINGS OF THE ROYAL SOCIETY 
OF MEDICINE, 38;5 ;207 
March, 1945 

The four main clinical and pathological forms 
of rheumatism are rheumatic fever, the rheuma- 
toid type of arthritis, the osteo-arthritic type and 
non-articular rheumatism or fibrositis. 

Although these forms of rheumatism are dif- 
ferentiated it is the sick man and not the disease 
process that we are called upon to treat. People 
react in different ways to similar extraneous 
stimuli. 

The successful treatment of the early and 
active phases of rheumatoid arthritis is depend- 
ent on close co-operation between the patient 
and the medical staff. The latter may consist 
of a team as in the Rheumatic Unit or of one 
man as must often happen in general practice. 
The aim of. treatment is to help the patient to 
increase his or her resistance by altering some 
of the constitutional and environmental pictures 
which cause ill-health and by this means to 
modify the clinical picture of the disease. Psy- 
chological, medical, physical and_ sociological 
measures play an important part in this achieve- 
ment. 





COLLES’ FRACTURES 
J. Warren White, M.D., Greenville, South Carolina 
In SOUTHERN MEDICAL JOURNAL, 38;6;417 
June, 1945 
(1) Do not attempt reduction without x-rays. 
(2) Do not attempt reduction without an an- 
aesthetic. 


(3) Do not stop short of anatomical reduction. 
(4) Do not use splints if plaster is available. 
(5) Do not take the cast off too soon. 

(6) Do not forget to tell the patient to move his 


fingers. 
(7) Do not use too strenuous physical therapy 
actively or passively. 
(8) Do not resort to subsequent surgery in older 
people. 

















t, 1945 


tients 
$ sup- 
rcise, 
six to 


ETY 


forms 
uma- 
e and 


» dif- 
sease 
eople 
1e0us 


and 
yend- 
tient 
nsist 
one 
tice. 
it to 
some 


lina 


‘417 


‘ays. 
an- 


ion, 


his 
apy 


der 








Industrial Health 





Committee On Industrial Health — Jos. H. Chivers, Chm., 836 S. Michigan Ave., Chicago 5, Frank P. 
Hammond, H. A. Vonachen, R. I. Barickman, C. O. Sappington, Milton H. Kronenberg. 





The return of service men to civilian employ- 
ment will frequently present to the physician wm 
industry problems and inquiries relating to dis- 
ability and disease acquired in military service. 


INFORMATION REGARDING THE EF- 
FECT OF MALARIAL ATTACKS ON THE 
HEALTH OF THE INDIVIDUAL* 


A great deal of misinformation and misunder- 
standing exists concerning the effect of repeated 
relapses of benign tertian malaria on an in- 
dividual’s general health. Anxiety caused by 
such ignorance in itself may seriously impair 
medical fitness. For this reason, it is important 
that accurate information based on latest avail- 
able data be thoroughly disseminated among all 
troops who have been, or may be, exposed to 
malaria. 


Under current War Department directives all 
commanders are responsible for the initiation 
and enforcement of the measures necessary to 
control malaria within their units and unit 
areas. It is their duty, moreover, to see that 
unit medical officers thoroughly instruct officers 
and enlisted men in methods of prevention and 
suppression of malaria. It is also extremely im- 
portant that unit medical officers make available 
to line officers and enlisted men reliable in- 
formation concerning the significance of ma- 
larial attacks, especially relapses, from the point 
of view of their effect on the individual’s health. 
In particular, medical officers in charge of pa- 


From the Medical Consultants Division, Surgeon General’s 
Office. 


Published in the Bulletin of the U. S. Army Medical Depart- 
ment, July 1945. 





tients should explain the subject thoroughly to 
their patients who have malaria. 

Adequate measures prevent infection with 
malaria, except in a negligible number of in- 
dividuals. The importance of carrying out these 
measures is stressed. However, at the beginning 
of combat operations in highly malarious areas, 
the institution of adequate control measures may 
be impossible and a certain number of individ- 
uals engaged may become infected with malaria. 
Moreover, there are a number of individuals in 
the Army already infected with malaria which 
has not yet run its course. Experience shows 
that under appropriate management nearly all 
such ,individuals can be maintained in the state 
of health requisite for the performance of the 
most exacting duties of military service. 


Benign tertian malaria, due to Plasmodiwm 
vivax, is the only type of malaria with military 
significance which commonly causes repeated at- 
tacks or relapses. Available treatment does not 
prevent relapses of malaria due to P. vivax after 
the treatment is discontinued. It is well known, 
however, that relapses of all types of malaria 
can be avoided, or suppressed so that no clinical 
activity of the disease can be detected, by the 
continued taking of an antimalarial drug such 
as atabrine. The use of atabrine actually cures 
the form of the disease known as malignant ter- 
tian malaria caused by Plasmodium falciparum, 
with the result that relapses rarely occur. 

When attacks of malaria do occur, if medical 
treatment is instituted promptly and adequately, 
the symptoms are relieved with great rapidity 
and all progress of the disease is quickly sup- 
pressed. In most cases, symptoms are relieved 
within forty-eight hours. As a result of prompt 
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and efficient action, attacks of malaria by them- 
selves cause only brief incapacitation and result 
in no permanent damage to the body. It is of 
interest to note that, because of advances in 
knowledge concerning treatment and handling 
of individuals with relapses of malaria, the num- 
ber of days lost in hospital has been reduced 
from fourteen or fifteen days to about seven. 
Deaths due to malaria in Army personnel in the 
whole period since the beginning of the war 
have been rare and nearly always associated with 
other diseases in addition to malaria, and with 
circumstances which caused delayed or inade- 
quate treatment. Any impairment of health 
which does arise from attacks of malaria is re- 
lieved by simple measures in a relatively short 
time. Even in individuals in whom a large num- 
ber of relapses have occurred, the cumulative 
effect on the body has been slight or nil. In 
general, the severity of the attacks decreases and 
the effectiveness of treatment increases as time 
goes on. 


Worry and anxiety over the significance of in- 
fection with malaria may do more harm than 
the properly treated disease itself. For this rea- 
son, an understanding of malarial relapses and 
of their lack of serious import for the patient’s 
general health contributes enormously to im- 
provement in the individual’s well-being and 
fitness, 


Relapses of malaria may be precipitated, in 
infected individuals who are not taking adequate 
suppressive medication, by many forms of ac- 
tivity. It has been demonstrated by exhaustive 
studies, however, that individuals who are pro- 
tected by the use of regular, adequate, suppres- 
sive medication are not subject to relapses of 
malaria even though undertaking strenuous ac- 
tivities. Comparison of Army experience in 
northern and southern sections of the United 
States shows there is no evidence for the popular 
belief that climate has any lasting effect on 
malarial relapses. 


Many soldiers do not realize that the standard 
Army treatment for malaria is the best avail- 
able. It has the backing of Army experience all 
over the world and, in addition, of the most ex- 
perienced civilian authorities in the country. 
The Board for the Coordination of Malarial 
Studies, which regularly advises the Medical De- 





August, 1945 


partment, constantly collects from all over the 
world information about the ‘treatment of ma- 
laria. There is no reason to believe that any 
particular individual or institution possesses a 
private or secret cure for relapsing malaria. 
Numerous drugs and other agents are advanced 
from time to time as cures for malaria which 
are, for the most part, useless. Often a method 
is considered a cure merely because the patient 
is not followed long enough for a relapse to be 
observed. When any new method offers promise 
of being good, it is thoroughly investigated. 


There is a great deal of misunderstanding con- 
cerning the yellow color of the skin associated 
with the use of atabrine. This color is not due 
to jaundice or to any other derangement of 
body functions. It is due to the fact that ata- 
brine is yellow and is deposited in the skin. he 
yellowness disappears spontaneously after use 
of the drug is discontinued. 


Unless properly instructed about the natural 
course of benign tertian malaria, soldiers are 
inclined to think that once infected they will 
have malarial attacks for the rest of their lives. 
It should be emphasized that this is not true. 
Malarial relapses do not continue to occur in- 
definitely, even though suppressive medication 
is discontinued. Some individuals have only 
two, three, or four attacks. In general, relapses 
tend to be successively less severe and to occur 
after increasingly long intervals. Only rarely 
do individuals have relapses after two or three 
years have elapsed from the time of their last 
infection. 


Soldiers should be instructed that, though in- 
fected with malaria, they should not consider 
themselves a menace to their fellows, their fam- 
ilies, or their communities, provided they 
promptly obtain medical treatment if any symp- 
toms occur. Malaria can be spread only by 
anopheline mosquitoes, and, in general, mos- 
quito control measures are adequate to prevent 
its spread. 


In the final analysis, relapsing malaria is not 
a disease greatly to be dreaded by the individual, 
in comparison with other dangers to which the 
soldier is exposed. Medical officers should see 
that men under their care, especially those with 
malaria, acquire a satisfactory understanding of 
pertinent facts about the disease. 
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News of the State 


PERSONALS ° 


COMING EVENTS - 





MARRIAGES - DEATHS 





% War Service Activities > 


COOK COUNTY 


Captain A. Kushner who formerly practiced 
at 3738 Irving Park Boulevard, Chicago, re- 
ceived the Purple Heart in November and has 
just been awarded the Bronze Star for work 
done while under enemy artillery and mortar 


fire and for the help he has given as a linguist 


and for work done in his own unit in a profes- 
sional capacity. He acted as Russian interpreter 
on the Russian-German front. 





Recently promoted from major to lieutenant 
colonel in the army medical corps was Benjamin 
H. Kesert, Chief of the neurological service at 
Hines Hospital. He maintained offices at 30 
North Michigan Avenue, Chicago, before enter- 
ing the army as a major 16 months ago. 





Lt. Col. Jack Segal of the medical corps has 
been named executive officer of the army’s 
Gardiner General Hospital, Chicago, by Col. 
John R. Hall, commanding officer. Col. Segal 
returned recently from Germany where he com- 
manded the 47th field hospital, which landed 
in Normandy last summer and followed the 
Ist Army through all of its campaigns. 





The Chicago Tribune carried the following 
story about Lt. Comdr. W. Walter Sittler of Chi- 
cago on July 15: 

Americans came to Okinawa expecting a hot, 
stinking climate, hordes of snakes, flies, and 
mosquitoes, and many deadly diseases. They 
found cool nights, not too uncomfortable days, 
almost no snakes, and no more insects than they 
had battled elsewhere. 

“From the standpoint of climate and health, 
this is the best island we have taken in the 
Pacific,” said Lt. Comdr. W. Walter Sittler, 
10929 Longwood Dr., Chicago, head of the de- 
partment of medicine at the military government 
hospital. 





Lieut. Col. Fred E. Ball, formerly of Chicago, 
has been appointed District Consultant for In- 
ternal Medicine to the Air Surgeon. Now chief 
of Medical Services at the AAF Regional and 
Convalescent Hospital, Miami District, Colonel 
Ball is consultant for the Southeast District, 
which comprises the states of Tennessee, Mis- 
sissippi, Alabama, South Carolina, Georgia and 
Florida. Dr. Ball graduated from the Univer- 
sity of Minnesota Medical School, Minneapolis, 
in 1923 and entered the service in 1942. 





Captain A. A. Wolf, 304th Station Hospital, 
has been promoted to Major and has been issued 
a new A.P.O. His present address is: 304th 
Station Hospital, A.P.O. 513, c/o Postmaster, 
New York. 

Captain Edwin C. Reynolds, Sr. of 4423 Sher- 
idan Road, Chicago, has returned after two 
years of service with the Medical Corps in New 
Guinea and the Philippines. 





Lt. Comdr. Andrew ‘Toman, former medical 
superintendent of the Bridewell Hospital, Chi- 
cago, is home on leave after serving off Iwo and 
Okinawa Islands on the U.S.S. Mifflin, an as- 
sault personnel auxiliary ship which carried 
fighting men to the battle and then, converted 
into a hospital ship, stood by while small boats 
brought many back as casualties. 





Captain John A. Guerrieri, who had an office 
at 7209 West Grand Avenue, Chicago, has writ- 
ten the Editor: “Your Journal is well appre- 
ciated as well as well read. Asking you to for- 
ward it to the above address.” Captain Guerriere 
was recently awarded the Bronze Star for meri- 
torious service in support of combat operations 
throughout the European campaign. His com- 
plete term of service has been with the Third 
Armored Division (also called the Spearhead 
Division). He is also the recipient of the Purple 
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Heart, for wounds received in action against the 


enemy. 
29, 1942. 


He entered the service on September 


Captain Paolo Ravenna of Chicago has sent 
the following message to the Editor of the 
Journal: “I enjoy very much receiving the 
Journal regularly as it keeps me up to date on 
some of the doctors’ problems on the home 
front, with which I have lost contact so long 
ago. My campaign from Normandy to Czecho- 
slovakia with the 103rd Evacuation Hospital is 
now over and we don’t know what is presently 
in store for us.” 





DU PAGE COUNTY 

Lt. Comdr. Alvin L. Mathis who practiced 
in Elmhurst, was presented with the Silver Star 
in a ceremony May 26th at Camp Pendleton, 
California. He has served with the First Marine 
Division in the Pacific, and was cited for in- 
trepedity and initiative in administering to, 
and evacuating wounded from beyond the front 
lines on Peleliu last September 17th. 
HENRY COUNTY 

Captain Nolan G. Montgomery, former Ke- 
wanee physician and surgeon, is stationed at 
Crile General Hospital, Cleveland, Ohio, where 
he is in the orthopedic section. Ninety-seven 
per cent of the orthopedic section at the Hospital 
are overseas veterans. 


KANE COUNTY 

Major James R. ‘Tobin, Army medical officer 
who has returned from China after acting as 
chief surgeon in a U. 8. Hospital has arrived in 
Elgin on a thirty-day leave. 

Captain EK. M. Thomas of Aurora, is chief of 
surgery at the th Convalescent. Hospital, 
Cologne, Germany. 

LA SALLE COUNTY 

Lt. Col. Timothy Mullen of Seneca has been 
awarded the Bronze Star for meritorious service 
in support of military operations against the 
enemy in northern Luzon and the Philippines 
from February 15, 1945 to May 10, 1945. 


LAWRENCE COUNTY 

Edward A. Fahnestock of Bridgeport, recently 
received a promotion to the rank of Major in 
the Army Air Corps at his base in Oahu where 
he has charge of the large evacuation station on 
that island. He is commanding officer of the 
812th Medical Air Evacuation Squadron. 





MADISON COUNTY 
Major E. R. Quinn, army medical corps, for- 


meriy of East Alton and Wood River, has re- 
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turned to the United States for a thirty-day 
leave. He has served in the European theater 
for almost two years as regimental surgeon for 
the 356th Engineers Regiment. He was sta- 
tioned first in England, then later sent to France 
and was in Germany when hostilities ceased. 


McLEAN COUNTY 


McLean County Medical Society has 88 mem- 
bers, 39 of whom are in military service, and 
two of whom have given the supreme sacrifice. 
The officers of the Society state that according 

. ’ . ‘ . ‘ 
to membership, McLean County Medical Society 
has a larger per cent of doctors in service than 
any other in the state. 


PERRY COUNTY 


Lt. Comdr. John W. Stevens, former prac- 
ticing physician in DuQuoin, has been awarded 
the Navy and Marine Corps Medal as of June 
6th, 1945, for heroism as battalion surgeon dur- 
ing an aerial bombardment off Roi and Namur 
in February, 1944. The presentation was made 
in the presence of the entire Georgia Pre-Flight 
School medical staff, Athens, Georgia, where the 
recipient is stationed as assistant medical officer. 
Captain Charles C. Yanquell, senior medical 
officer, read the citation signed by Fleet Admiral 
Chester W. Nimitz, and pinned the decoration on 
Lt. Comdr. Stevens. 


ROCK ISLAND COUNTY 

Captain Samuel P. Durr, of Rock Island, is 
at his home, after completing 2614 months over- 
reas duty. He served in North Africa, Corsica, 
Sicily and France and is holder of the Soldier's 
inedal for aiding in the rescue of injured persons 
from a burning ammunition barge in Sicily, 
October 11, 1943. 


SANGAMON COUNTY 

A flight surgeon with the 46th bomb group, 
Captain Henry 8. Dickerman, Jr., of Springfield 
is now home on a thirty-day leave. He was 
overseas 28 months and has received six battle 
stars for Sicily, Salerno, Rome, southern France, 
Arno River and the Apennines. He wears the 
Presidential Unit Citation, the European 
Theatre Ribbon and the American Defense Bar. 


General 
ADAMS COUNTY 
Miss Myrtle McAhren, Superintendent of 


Blessing Hospital, Quincy, was elected president 
of the Illinois Hospital Association at a board 
meeting held in Chicago on July 14. Stuart 
K. Hummel, first vice-president of Silver Cross 
Hospital, Joliet, was named first vice-president 
of the Association to succeed Miss McAhren. 
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CHAMPAIGN COUNTY 

Maude Lee Etheredge, for 22 years head of 
the women’s division of health service and pro- 
fessor of hygiene at the University of Illinois, 
recently announced her resignation which is to 
become effective September 1. Doctor Etheredge 
received her M.D. degree from Loyola and a 
doctor of public health degree from the Uni- 
versity of Pennsylvania. She did work at Johns 
Hopkins and Columbia Universities and the 
University of Michigan. 





J. Nelson Ewbank, a native of Farmer City, 
formerly superintendent and medical director of 
the Sand Beach Sanatorium at Lake Park, Min- 
nesota, on July 1st became medical director of 
Outlook Sanatorium, Champaign County’s tuber- 
culosis hospital. Doctor A. T. Cole, former 
medical director, has gone to ‘Tampa, Florida, 
to become superintendent and medical director 
of a tuberculosis sanitorium. 





CLAY COUNTY 

The Clay County Medical Society and the 
Illinois State Medical Society paid tribute to 
Doctor N. W. Bowman of Flora at a dinner 
meeting held on July 12th in Flora. John Shore 
of Sailor Springs was Toastmaster and the pres- 
entation of the 50-year pin and framed certificate 
were presented to Doctor Bowman by Doctor 
Andy Hall of Mt. Vernon. ‘The Presbyterian 
Church, where the dinner was held, and of which 
Doctor Bowman is a member, presented him with 
a handsome billfold. 

Meyer H. Parker, formerly of Flora, has 
opened offices at Louisville following his dis- 
charge from the Army. Doctor Parker was a 
Captain in the Medical Corps and returned a 
few months ago after serving with the 27th 
Division. 

COOK COUNTY 

Conrad Sommer has resigned as a deputy 
director of mental hygiene of the State Depart- 
ment of Public Welfare to join the staff of Wash- 
ington University, St. Louis, Missouri. He will 
take up his work at the start of the fall term. 
Doctor Sommer graduated from the University 
of Illinois School of Medicine and served his 
internship at Orange, New Jersey. 





M. A. Perlstein of Chicago was invited to 
speak before the Illini Chapter of the Interna- 
tional Council for Exceptional Children at a 
dinner given in Urbana, July 11. 





Lawrence J. Linck, executive director of the 
lilinois commission for handicapped children 
since 1940 and director of the division of serv- 
ices for crippled children at the University of 
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Illinois since 1941, has been appointed executive 
director of the National Society for Crippled 
Children and Adults, Inc. He will assume his 
new post September Ist. He will continue to 
serve as lecturer in public administration at the 
University of Illinois College of Medicine and 
as administrative consultant to the division of 
services for crippled children. 





The Museum of Science and Industry in co- 
operation with the Chicago Medical Society and 
the Educational Committee is presenting a sum- 
mer lecture series on Wednesday evenings at 
8:00 in the air-cooled auditorium of the Muse- 
um, 57th Street at the Lake, Jackson Park, Chi- 
cago. The following programs have been sched- 
uled : 

July 18 — Care of the Skin and Cosmetics — 
Harry M. Hedge, M.D. 

July 25 — High Blood Pressure — Chauncey 
C. Maher, M.D. 

August 1 — Our Walk Through Life — Emil 
D. Hauser, M.D. 

August 8 — Hay Fever and Prevention of 
Asthma — Leon Unger, M.D. 

August 15 — Infantile Paralysis — Edward 
A. Piszezek, M.D. 

August 22 — Getting Along With Your 
Children — H. W. Elghammer, M.D. 





itinerant pigeons in Chicago will be tested in 
the city laboratories of the state department of 
health to determine if they are carriers of a 
virus type pneumonia, the Chicago Sun reported 
June 21. Similar tests made at the University 
of California on pigeons taken from the streets 
of Philadelphia resulted June 20 in an order by 
the Philadelphia Department of Health for ex- 
termination of the pigeons in the squares and 
parks, the Sun stated. The tests disclosed that 
45 per cent of the birds carried a virus which is 
said to resemble psittacosis. ‘T'wo tests will be 
made to identify the virus —one a test of the 
pigeon serum for the presence of antibodies, and 
the other to isolate the virus in the pigeon tissue. 
Recent pigeon tests made in Detroit revealed 
antibodies in the pigeon serum. 





Clarence L. Wheaton, Vice-President of the 
Tuberculosis Institute of Chicago and Cook 
County, has been elected to represent that In- 
stitute before the National Tuberculosis Asso- 
ciation. 

George A. Klein, medical examiner in Chicago 
for the 7th regional headquarters of the United 
States civil service commission, has been trans- 
ferred to Los Angeles, California. He has been 
a resident of Chicago for 35 years and formerly 
was with the state board of health and the Chi- 
cago health department. 
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EDWARDS COUNTY 

H. L. Schaefer of West Salem has been given 
a life time pass good on all lines for 40 years of 
faithful service as physician and surgeon for the 
Illinois Central Railroad. 


MARSHALL COUNTY 

After two and one-half years in the army, two 
of which were spent overseas, Captain B. I. 
Ryder, has retired from active duty and has re- 
turned to his practice in Henry. He served in 
England, Belgium, France and Germany as a 
battalion surgeon. Since his return from 
France, he has been a convalescent patient at 
Vaughn General Hospital at Hines. 


PEORIA 

George P. Gannon, U. 8. Public Health Serv- 
ice, recently state venereal disease control officer 
in Denver, has been appointed temporary health 
commissioner of Peoria. He will continue in 
this position until the return of Doctor Sumner 
M. Miller who is away because of ill health. 
Doctor John L, Lineoln, U. 8. Public Health 
Service, held the position until the appointment 
of Doctor Gannon. 


ST. CLAIR COUNTY 


Edmond Bechtold of Belleville has been re- 
appointed to a three-year term as a member of 
the board of directors of Pleasant View Sana- 
torium, the St. Clair County Tuberculosis Hos- 
pital. 


Roland R. Cross, Director of the Illinois De- 
partment of Public Health, announces the es- 
tablishment of a tumor diagnostic service at the 
Christian Welfare Hospital in East St. Louis to 
be conducted under the auspices of the State 
Health Department, through its Division of 
Cancer Control. This facility will provide a 
convenient consultation service for the practicing 
physicians of this area in the care of their sus- 
pected tumor cases. The program has been de- 
veloped in cooperation with the St. Clair County 
Medical Society. 


SANGAMON COUNTY 

Dr. Herbert B. Henkel, Jr., of Springfield, 
son of Doctor and Mrs. H. B. Henkel, who re- 
cently completed his internship at St. John’s 
Hospital, St. Louis, has been awarded a fellow- 
ship at the Mayo Clinic at Rochester, Minnesota. 


UNION COUNTY 

The Anna State Hospital complimented 
Angelina G. Hamilton, psychiatrist, with a sur- 
pri:e tea, May 12th in recognition of her seventy- 
third birthday and the completion of thirty- 
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eight years of continuous State Service on the 
Medical Staff. Dr. Hamilton’s friends from 
Anna, Jonesboro and other nearby cities and the 
Anna State Hospital, called to extend their 
congratulations. She was the recipient of many 
lovely gifts, among them, a strand of pearls from 
the Medical Staff of the Anna State Hospital. 


WINNEBAGO COUNTY 

The Division of Services for Crippled Children 
of the University of [linois conducted an ortho- 
pedie clinic at St. Anthony’s hospital, Rockford, 
on July 19th. Cooperating in the conduct of 
the clinic was the Winnebago County Medical 
Society and the Rockford Visiting Nurse Asso- 
ciation. Rudolph J. Mroz of Rockford made the 
medical examinations. 


MARRIAGES 

Lortn L. Fow er, Marion, IIl., to Mrs. Lulu Cap- 
linger of Downey, Calif., May 4. 

Atpona A. JuskKa, Oak Park, IIL, to Max R. Ken- 
nedy, D.D.S., in Nome, Alaska, April 19. 

Joun T. SuLtivan, Jr. to Dr. Tuttta D, TEsauro, 
hoth of Chicago, May 30. 

Major Matcotm C. Topp, Cairo, to Miss Ruth 
Schlake at Westminster, London. 


DEATHS 

CHARLES MELVILLE Bacon, Chicago; Rush Medical 
College, 1914." Staff member of Presbyterian Hospital; 
was medical director of Marshall Field & Company 
for many years, taught medicine at Rush and was 
associated in clinical work at the University of Illinois 
College of Medicine. Died of a heart attack July 12th 
at the age of 58. 

FREDERICK Emit BartHes, La Grange Park, III; 
Loyola University School of Medicine, 1942; began 
active duty as first lieutenant in the medical corps 
\ug. 8, 1942; promoted to captain; killed in action in 
Belgium, Dec. 18, 1944, aged 36. 

Henry M. Beckwirtu, Joliet; Hahnemann Medical 
College and Hospital, 1897. Died in a hospital at 
Poplar Bluff, Mo., of injuries suffered when struck 
by an automobile, June 27, aged 78. 

Fipetio FLercHer Brown, Chicago; National Med- 
ical College, Chicago, 1896; Dunham Medical College, 
Chicago, 1900; also a dentist; life member of the 
Illinois Dental Association and member of the Amer- 
ican Dental Association; died May 28, aged 75, of 
cardiac degeneration and Parkinson’s disease. 

Maurice D, CuerNnorr, Chicago; Chicago Medical 
School, 1926. Died of a cerebral hemorrhage in 
Garfield Park Hospital on July 13th at the age of 43. 

Loutse LocKwoop Cutver, Sandwich; University of 
Illinois College of Medicine, 1901. In 1937, she was 
made an honorary member of DeKalb County Medical 
Society and in 1942, was named an emeritus member 
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of the Illinois State Medical Society. Died July 
14th at the age of 75. 


Frances DicKINson, Chicago; Woman’s Medical 
College, Chicago, 1884. Served as dean and president 
of the Harvey Medical College. Died May 19th, aged 
89, 

CHARLES JOHN Drueck, Sr., Chicago; Northwestern 
University Medical School, 1896. Was editor and 
publisher of Proctology; on the surgical staff of the 
Illinois Masonic Hospital. Died June 30, aged 72. 


MicHAEL A, GALGANO, Chicago; University of Illi- 
nois College of Medicine, 1914. Had practiced medi- 
cine and surgery for 30 years. Was found dead in 
his automobile from a heart attack July 14th. He was 
54, 


JosepH FRANK Husert, Chicago; Bennett Medical 
College, 1883. Practiced medicine in Ashkum, IIli- 
nois, when a young man. Died in his home at the age 
of 8 on June 22nd. 


Tuomas Lee Hurron, Hartsburg; Barnes Medical 
College, St. Louis, Mo., 1908. Had practiced medicine 
at Hartsburg for 24 years. Died July 20th at the age 
of 66. 


JoHn E. Koons, Chicago; Jenner Medical College, 
1905. Formerly professor of ophthalmology, rhinology 
and otolaryngology at Chicago Eye, Ear, Nose and 
Throat College. Assistant professor of clinical oto- 
laryngology at Chicago Medical School. Died in July 
at the age of 69. 


FerprtNAND C. McCormick, Normal; Northwestern 
University Medical School, 1899. Died in July at the 
age of 70. 


BeNJAMIN. Lewis Rawtins, retired, Hinsdale; 
University of Pennsylvania School of Medicine, 1889. 
Former Hinsdale Health Commissioner. Died July 
llth, aged 78. 


Swney M. Roserts, Chicago; Loyola University 
School of Medicine, 1917. Had practiced medicine on 
Chicago’s north side for 25 years, served with the 
Civilian Conservation Corps and the Selective Service 
induction board and was a member of the adjudica- 
tion board of the Veterans Administration at Hines 
Hospital. Died, aged 57, at Sparta, Wis., July 16th. 


Grorce Rustin, retired, Chicago; University of IIli- 
nois College of Medicine, 1898. Post-graduate work 
in Paris and Berlin; was captain in the army medical 
corps in World War I; formerly a fellow in pathology 
at Rush Medical College. Died, aged 68, July 15th. 


RupotpH Grorce ScHROTH, Chicago; National Med- 
ical University, Chicago, 1904. Practiced medicine in 
Chicago for 40 years. Died July 17th at the age of 
68, 


HeNry Srerpie, Chicago; Jenner Medical College, 
190. Formerly Chicago police surgeon. Died in 
Hammond, Indiana, July 14th, aged 69. 


NEWS OF THE STATE 







IS IMMUNITY TO PNEUMONIA 
POSSIBLE? 


Can a person develop an immunity to pneu- 
monia? ‘The answer, which appears in the July 
7 issue of The Journal of the American Medical 
Association, is that apparent specific immunity 
does occur after an attack of lobar pneumonia, 
but it is of brief duration. Medical reports cite 
instances in which two attacks caused by pneu- 
monia of the same type occurred within a year. 
Consequently, recovery from an attack of pneu- 
monia may not necessarily insure immunity 
against a later attack. 





CONTROL OF RABIES IN DOGS 


Rabies in dogs can be controlled by quarantine and 
by immunization against the disease through a single 
injection of the vaccine, The Journal of the American 
Medical Association for April 28 reports. The Journal 
says that experiments now have established that the 
single injection of an antirabic vaccine produces a high 
degree of immunity in the dog. 


“An effective program to control canine rabies,” 
The Journal states, “must include quarantine to pre- 
vent the spread of the virus by stray dogs and dog 
traffic. There seems to be no question that canine 
rabies can be controlled by means of quarantine and 
vaccination. . . .” 


I am strongly of the belief that the rapid decline in 
tuberculosis in this country during the last two decades 
has been due in no small part to the control of bovine 
tuberculosis. I believe this applies to the mortality, 
morbidity, and certainly to the infection attack rate. 
The decrease in the incidence of tuberculin reactors 
among children has been phenomenal; in fact, we now 
have whole counties where not more than five to 
eight per cent of the senior students in high school 
react to the tuberculin test. J. A. Myers, M.D., Am. 
Rev. of Tuber., Dec., 1944. 





The rheumatic fever rate will surely decrease sub- 
stantially and effectively if a community can manage 
to provide better socio-economic conditions for its citi- 
zens through improved housing and an opportunity 
for more healthful outdoor activities ; less crowding and 
an intelligent consciousness of good nutrition; good 
public health control of communicable disease, par- 
ticularly streptococcal respiratory colds and sore throats, 
with facilities for careful examination of children sus- 
pected of having rheumatic fever. This has been ac- 


complished to a great degree in the case of tuberculosis 
control, and a more thorough application of these prin- 
ciples will reduce further the tuberculosis rate as well 
as the rheumatic fever rate. 
Minn. Med., Dec., 1944. 


Hugh McCulloch, M.D., 
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The Jocular Jingles of C. G. F. 
by 


Cinslos G. )) M. SD. 





Proria, IL 








THE BROWN GALLON BOTTLE 
I sadly recall all the erstwhile diseases 
And surgical episodes, accidents too, 
That fell to my lot and the memory displeases, 
As all painful happenings rightfully do. 
When flu and pneumonia finally caught me 
I learned emphysema and where it all led; 
But worst was the thing that urology taught me, 
The scourge of the bottle that stood by my bed. 


Nephritis, hay fever, malarial shivers, 

A fractured patella, a boil on my nose, 

Appendix, the itch, Parkinsonian quivers, 

Pleuritis, — these could not bring peaceful repose. 
It is true carcinoma did somewhat disturb me, 

And skull fracture leaving a dent in my head, 

But these were as nothing and did not perturb me 
As did the huge bottle that stood by my bed. 


Sciatica, gall bladder, amyloidosis, 

\ fractured up spine with its big body cast, 

And mumps with sequelae, hepatic cirrhosis, 

\ valvular heart that I thought was my last, 

Nor asthma that seemed it would strangle and throttle 
Were naught, nor was ulcer that painfully bled 
Compared with that bottle, that brown gallon bottle, 
That vile smelling bottle that stood by my bed. 


1 7 
REDUCING SCORES 
I've seen the big and powerful blokes 
Drive balls three hundred yards or more, 
And thus by many, many strokes 
Reduce their score. 


I've seen the guys with level head 

Make iron shots serenely soar, 

And with approaches dropping dead 
Reduce their score. 


I've seen some men who putted so 

The cup was like an open door, 

Such putting, as we all well know, 
Reduced their score. 


I've also seen the crafty dub, 

We have him with us evermore, 

Whose tricky little pencil stub 
Reduced his score. 
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THE NEUROLOGIST TESTIFIES 
A workman got bumped with a piece of a brick 
On the place where he wears his hat. 
He was dressed by his doctor two or three times © 
Who thought that was the last of that. i 


But he soon found himself with arbitrator, 
Attorney and neurologist, 

Astonished to find that a piece of brick 
Could do all the things that he’d missed. 


He opens his eyes 
In utter surprise 
As the great neurologist testifies. 


The man was schizophrenic, 

And likewise neurasthenic, 

His cauda was all snarled up in a knot. 
With lues tertiary 

And hemorrhage miliary, 

His poor old pons Varolii was shot. 


Anterior horns were twisted, 

His cella was encysted, 

And mentally there was no one at home 

Total incapacitation 

And a permanent vacation; 

All because a piece of brick lit on his dome. 


Do you wonder we all were mystified 
When the great neurologist testified? 


The man got his verdict; went back to work, 
As such mer so often do. 
Attorney, neurologist went their way, 
Defendant alone was blue. 
L'Envoi 
The neurologist's like the alchemist, 
In the hoary days of old, 
When he makes a humble piece of a brick 
Worth more than its weight in gold. 
5 A if 
ODE TO A GOOD SPORT 
I sing the praise of thee, Good Sport: 
Thou art a goodly wholesome sort, 
Who does not muster forth vague alibis 
And does not craftily improve his lies. 
Thy temper ne’er grows hot, 
Thou countest every shot, 
Do not thyself long putts concede 
But pay and smile, as is thy creed. 
To Thee I humbly then present this ode. 
Together with the dollar sixty owed. 
t 7 
A TRIOLET TO GOLF 
When first we played we did not guess 
That Golf would prove to be our master. 
We played the game in gladsomeness, 
When first we played we did not guess 
Of blasted hopes and sore distress, 
Nor dreamed ‘twould prove a great disaster. 
When first we played we did not guess 
That Golf would prove to be our master. 








